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DEVELOPMENTS IN HUMAN ADJUSTMENT AND 
REHABILITATION 


FREDERICK W. NOVIS 


Assistant Director, Connecticut Division of Rehabilitation 


Despite the fact that rehabilitation of 
the disabled is a constant problem in 
war or peace, activities in this field con- 
ducted by many state rehabilitation 
agencies for more than twenty-five years 
remained largely unnoticed by those 
engaged in related problems of human 
adjustment. Stimulated by the current 
enthusiasm in planning for veterans, 
more than a score of professional fields 
are yielding a flood of literature on ad- 
justment and rehabilitation. Note- 
worthy are contributions made by psy- 
chologists, psychiatrists, physicians, 
public agencies, educators and person- 
nel workers. The help of all of these 
groups is needed in human adjustment 
and the restoration of the handicapped 
to their fullest physical, mental, social, 
vocational and economic usefulness 
(105). Those who have surveyed the 
literature on rehabilitation(56,77,91,92, 
97,109,110), find that the years between 
1918 and 1941 yielded only scanty 
literature and this was primarily related 
to the technical aspects of conducting 
the state-federal rehabilitation pro- 
grams. From 1942 to the present, there 
has been an ever increasing avalanche 
of literature from many sources and 
covering many aspects of rehabilita- 
tion. 


The selections for this review were 
made on the basis of their current or 
future value; their contribution to 
thinking in the field; their exposition of 
facts, facilities, plans or programs. 
Reference to the strictly basic technical 
and professional literature, such as the 
extensive content in the psychological, 
psychiatric, medical and educational 
fields was omitted. This content is es- 
sential only to the profession involved 
and is not to be invaded by those whose 
work only touches its fringe. The in- 
tent of this review is to trace the recent 
developments in human adjustment, 
so that those who are working with the 
disabled from various points of view in 
treatment, education, rehabilitation and 
employment may share the knowledge 
which has been contributed by various 
professional fields. 


I. REHABILITATION FACILITIES 


Development of rehabilitation facili- 
ties has been under both public and 
private auspices. Some of the pro- 
grams are designed for community ac- 
tion, others are statewide, a few are 
federally supported. Marquis(50) in 
his review of major agencies for re- 
habilitation and vocational readjust- 
ment lists the following facilities: 
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Army, Navy, Veterans Administration, 
Civilian Vocational Rehabilitation, 
Selective Service and U. S. Employ- 
ment Service. Attention in this review 
will be given to those agencies which 
have major responsibilities in rehabili- 
tation. Review of this phase can be 
divided into five major groupings: 
Civilian Rehabilitation, Veteran Re- 
habitation, Community Programs, 
Armed Forces Programs, and Indus- 
trial and Reemployment Programs. 

Civilian Rehabilitation. Blauch(7) 
and Shortley(75), describe the new fa- 
cilities developed by the civilian re- 
habilitation program, expanded in 1943 
to include services for mentally as well 
as physically disabled. This program 
provides for vocational guidance, medi- 
cal and vocational diagnosis, medical 
and surgical treatment, physical and oc- 
cupational therapy, psychiatric treat- 
ment, vocational training, financial as- 
sistance for maintenance and transpor- 
tation during training, placement in 
employment, and follow-up on job per- 
formance. This work, carried on in all 
states, is federally supported (Public 
Law 113) with state contributions and 
under state supervision and control. 

Veteran Rehabilitation. Veteran 
plans and facilities receive major em- 
phasis in current writings. The Veter- 
ans Administration(102) leads this field 
(Public Law 16 and Public Law 346) 
with facilities for both disabled and 
non-disabled veterans. Major services 
rendered include: medical treatment, 
transportation, domiciliary care, insur- 
ance, disability pensions, and vocational 
rehabilitation training. 

Various communities have come 
forth with plans and programs for vet- 
erans. Aherne(1) describes coordina- 
tion of civic and community organiza- 
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tions in Wichita (Kansas) and Allen 
(2) discusses the work of the Provi- 
dence (Rhode Island) Institute for 
Counseling and Personnel Service. 
This institute serves many agencies 
with its facilities for educational and 
occupational counseling. The new roles 
of the U. S. E. S., the high school and 
college are defined in the Syracuse Plan 
for training veterans(15). A number of 
facilities, primarily for veterans, but 
some also for civilians were developed 
in Connecticut communities. Gray(34) 
proposes a plan for the adjustment of 
servicemen to civilian life by the provi- 
sion of machinery which resembles the 
screening process of Selective Service 
put in reverse. Careful guidance, use 
of psychological techniques, and ves- 
tibule try-out classes are an integral part 
of the Gray Plan. Meyer(54,93) depicts 
how community resources are utilized 
and coordinated to provide the myriad 
of services and information sought by 
veterans, and war affected. Novis and 
Panciera(57) deal with the plans of the 
Connecticut Division of Rehabilitation 
to launch an experimental training pro- 
gram to accomplish a careful medical 
and psychological study of war and 
civilian handicapped. Facilities at the 
center provide for job research, work 
sampling, occupational exploration as 
well as physical and mental capacities 
study. 

Armed Forces Rehabilitation. The 
Armed Forces have pioneered with new 
developments and programs for the 
physical and mental rehabilitation of 
war casualties. Emphasis in these pro- 
grams has been placed upon recondi- 
tioning, convalescence, counseling and 
retraining. Dalton(18) and Lipkin(46) 
treat the Army’s counseling program at 
separation centers, Army hospitals and 
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rehabilitation centers. Subjects are 
counseled on job future, job prospects, 
starting in business, returning to 
school, Army job training, and decid- 
ing one’s line of work. Gillman and 
Ramsey(32), Layman(43), and Rusk 
(67) review the Convalescent and Re- 
conditioning programs of the Army 
Air Forces and Army General Hospi- 
tals. Among the major objectives of 
these programs are physical, educa- 
tional and occupational therapy. Cor- 
ris(16) notes that experimental centers 
are being established which will be used 
to develop procedures and techniques 
for the Navy’s civil readjustment pro- 
gram. Wigle(86) in his discussion of 
the “Arma Rehabilitation Plan” ex- 
plains that the basis of this program is 
in reaching disabled veterans while they 
are still in the hospital, for the purpose 
of supplementing the rehabilitation ac- 
tivities of the Navy. This is accom- 
plished by bringing work projects into 
the hospitals and training the wounded 
and convalescing in work that interests 
them or in skills they will need. 
Industrial and Reemployment Pro- 
grams. The need to consider the re- 
habilitation problems of the disabled 
was felt by industry during the recent 
labor shortages when the handicapped 
were employed in large numbers. This 
spurred developments which can now 
be useful in the veteran adjustment 
problem. Many industries, both large 
and small now have fully developed 
programs of reemployment and _ re- 
habilitation. The Center for Safety 
Education of New York University has 
made a survey of the rehabilitation pro- 
grams of twenty-five carefully selected 
industrial plants(103). Among the fac- 
tors studied in these plants are the fol- 
lowing : (1) Company policy regarding 
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rehabilitation and acquaintance of staff 
with principles involved ; (2) job analy- 
sis for disabled; (3) determination of 
interests, background and attitude of 
applicants ; (4) determination of physi- 
cal capacities; (5) matching job re- 
quirements with physical capacity, 
background and interests; (6) job 
training; and (7) post-placement fol- 
low-up. Drought(23) suggests that in- 
dustrial rehabilitation planning include 
some of the following steps: Determi- 
nation of reemployment rights of vari- 
ous service and service related groups; 
survey of expected jobs; survey to de- 
termine which eligible employees are 
now in Armed Forces, who plan return 
to former place of employment; the 
proportion of present employees who 
expect to keep working after discharge. 
Drought also urges the use of a “‘vet- 
eran interviewer” who knows details of 
reemployment rights and who can give 
careful consideration to the physical 
and mental defects of the applicants for 
reemployment. The War Manpower 
Commission(104) takes up the problem 
of veteran reintegration and points to 
the problems of placing the handi- 
capped in suitable jobs or finding better 
jobs for former employees whose skills 
and experience warrant such advance- 
ment. Attention is also given to the 
model plans conducted by R.C.A., 
Caterpillar Tractor Co., International 
Harvester Co., and Curtiss-Wright 
Corporation. 


II. EpucaTionaL ADJUSTMENTS 


Education has met three major chal- 
lenges during the past five years. First, 
it rallied its forces to train industrial 
workers for production jobs(22,27), 
secondly it aided in armed forces train- 
ing(99), and thirdly, educators are now 
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preparing to face the multiphasic train- 
ing problems of veterans(94,112). 

Current developments are concerned 
primarily with the educational adjust- 
ment of veterans and handicapped 
groups. The greater availability of pub- 
lic educational services for such groups 
as veterans(100,107,111), and handi- 
capped(31), has brought new problems 
to higher education(79,98), and voca- 
tional education. The National Educa- 
tion Association(108,116), in its studies 
of proposals for public education for 
post-war America, recommends empha- 
sis upon vocational programs which 
give work experience and which give 
general knowledge of several occupa- 
tions and detailed working knowledge 
of one occupation. Traxler(80), in his 
discussion of present developments in 
higher education, points to seven trends 
in college programs: (1) Federal aid 
for veteran education; (2) liberaliza- 
tion of college entrance requirements ; 
(3) reconsideration of objectives of 
liberal arts curricula; (4) improvement 
in educational and vocational guidance ; 
(5) increased cooperation between col- 
lege and community; (6) local control 
of post-war education ; and (7) consid- 
eration of educational needs of other 
countries. 

One of the major problems to be 
faced by educators is the conversion 
from mass to more individualized edu- 
cation. This is necessitated because of 
the physical disabilities and emotional 
problems of some of the veteran stu- 
dents. This will require more clinical 
work and guidance on the part of school 
people. Very little has been developed 
to aid educators in suitable selection of 
candidates from veteran groups for 
training. Armed forces medical, psy- 
chological and other valuable behavior 
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data during service are not available to 
school officials. It has been considered 
advisable to release only very limited 
information from armed forces files. 


ITI. 


An integral basis of human adjust- 
ment is counseling and guidance. The 
process of rehabilitation can be de- 
scribed as a phase of applied guidance 
in'which a program of adjustment is 
followed by services necessary to ac- 
complish a desired objective. Develop- 
ments in counseling have been affected 
by new technical aids and the urgent 
need for counseling. 

New Counseling Needs and Prob- 
lems. The new veterans’ needs for ad- 
justment are accompanied by a dearth 
of counselors. Kitson(42) estimates 
that at least 12,000 additional coun- 
selors should be trained to meet the 
problems of veterans and war-dislo- 
cated. Fletcher(29) emphasizes some of 
the following counseling problems: (1) 
Legal responsibility for reinstatement 
of many returning servicemen with 
consequent displacement of others; (2) 
assistance to veterans who need read- 
justment; (3) absorption of war wage 
earners into peace production; (4) aid 
for young workers with no experience ; 
and (5) necessity for adjustment of 
older workers, whose occupations may 
be obsolete. 

New Counseling Aids. Concomitant 
with the development of public counsel- 
ing, rehabilitation and placement facili- 
ties have come new developments in oc- 
cupational counseling techniques. The 
War Manpower Commission(115), in 
its historical survey of “Ten Years of 
Occupational Research,” outlines a long 
list of techniques developed, some of 
which have served depression counsel- 
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ing, counseling for armed forces, and 
now are serving as aids in veteran coun- 
seling. Among the aids and techniques 
(33,72,114) developed are labor market 
information; occupational mono- 
graphs; manual on employment coun- 
seling ; job dictionary ; job families ; oc- 
cupations suitable for women; special 
aids for placing Navy and military per- 
sonnel in civilian jobs; trade and apti- 
tude tests; job descriptions, and physi- 
cal demands. 

New Counseling Services. Utilizing 
many of the counseling aids developed 
in the past decade, the United States 
Employment Service(35) has launched 
a counseling program which may be 
briefed in the following six steps: (1) 
Analysis of applicant’s problem; (2) 
giving information, (3) assistance in 
formulation and launching of voca- 
tional plan; (4) locating suitable job; 
(5) preparation for job referral; and 
(6) follow-up on placement or train- 
ing. The War Manpower Commission 
(117) has developed a guide which out- 
lines factors in the establishment of 
training facilities for counselors. Sup- 
plementing this, the Commission’s 
Bureau of Training(65) has developed 
informational aids, directories of edu- 
cational opportunities and facilities and 
services which are available to educa- 
tional counselors. 

Peatman(59) describes a_ special 
training program undertaken at the 
City College of New York, which is 
designed to prepare psychologists for 
veteran counseling. This program in- 
cludes lectures, seminars, case record 
studies, clinical participation and round 
table sessions covering various phases 
such as occupational information, psy- 
chological tests, case records, and 
veteran advisement. 


The development of new community 
counseling services was studied by 
Jager and Zeran(40) who give a concise 
outline description of community adult 
counseling services in eleven communi- 
ties located in various parts of the coun- 
try. A valuable contribution was made 
by Mathewson(52) in 1940, when he 
developed a guide for the organization 
of a community adjustment program. 

Another valuable development in 
counseling service has been the rehabili- 
tation clinic. Chester(13,118), Novis 
(55), and Marquis, Novis, Wesley(51) 
describe and evaluate clinical pro- 
cedures in the Connecticut Rehabilita- 
tion Program. The Rehabilitation 
Clinic, which was originally developed 
in Connecticut in 1941, has been used 
extensively by many state rehabilitation 
departments and by the Civil Service 
Commission. The purpose of the clinic 
is to bring together at the counseling 
table, the services of physicians, psy- 
chologists, educators, social workers, 
and personnel executives so that they 
may plan a program of adjustment for 
the mentally or physically handicapped. 
The work of the clinic is designed to 
furnish rehabilitation officials with im- 
mediate and first hand counseling on 
the technical or professional phases of 
a rehabilitation problem. 

The development of counseling serv- 
ices for the handicapped is primarily 
the concern of the Veterans Adminis- 
tration and the Vocational Rehabilita- 
tion Service. The Veterans Adminis- 
tration, handicapped by a sudden surge 
for its services in the face of inadequate 
professional staff, has met the counsel- 
ing problem by the utilization of some 
of the War Manpower Commission 
techniques and has contracted for pro- 
fessional services of colleges, universi- 
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ties and clinics. The counseling serv- 
ices now offered veterans include voca- 
tional advisement, placement counsel- 
ing, educational guidance, and personal 
adjustment counseling (6). 

The Civilian Vocational Rehabilita- 
tion Service, operated in a number of 
states since 1920, has had the oppor- 
tunity to study the counseling needs of 
the disabled. This program is concerned 
with counseling only as it affects ulti- 
mately the ability of a handicapped in- 
dividual to become vocationally useful 
or to increase vocational usefulness. 
The Rehabilitation Service has de- 
pended primarily in its counseling pro- 
cedures upon its extensive knowledge 
of the adjustment, education, and place- 
ment problems of the physically dis- 
abled(30). The more extensive utiliza- 
tion of some of the newly developed 
counseling, psychological, and occupa- 
tional analysis techniques has come just 
recently, during the past five years. 


IV. PsycCHOLOGICAL ASPECTS OF 
REHABILITATION 


The role of psychology in rehabilita- 
tion has received increasing emphasis, 
and psychological diagnosis and recom- 
mendations have become an integral 
factor in human adjustment. Psychol- 
ogists are now working with veteran 
and civilian rehabilitation agencies, 
hospitals, mental hygiene clinics, guid- 
ance services and with practicing psy- 
chiatrists. 

Functions of Rehabilitation Psychol- 
ogists. Marquis, Novis and Wesley 
(51) in their study of “The role of psy- 
chology in a rehabilitation program,” 
list the major functions as follows: 


A. Operational procedures. 
1. Vocational guidance based on apti- 
tude testing. 
2. Psychological counseling. 


3. Supervision of training: speech cor- 
rection, training in visual efficiency, 
training in residual hearing and in 
the use of artificial appliances, train- 
ing in recovery of motor functions. 

B. Research. 

1. Test construction: better validation 
of existing aptitude tests, construc- 
tion of new tests for various occupa- 
tional skills, tests adapted to various 
physical defects. 

. Job family analysis for physically 
handicapped. 
Investigation of the most efficient 
conditions of work for the various 
types of physical disabilities. In a 
field where the medical man is con- 
cerned with the limitations of the 
types of activities in which a client 
can engage, where engineers are 
concerned with modification of the 
design of machines, equipment and 
tools to be used by the physically dis- 
abled, there is a field of investigation 
open to the psychologist to study 
factors influencing production and 
job satisfaction such as frequency 
and length of rest periods for vari- 
ous disabilities, noise factors, dis- 
tractions, etc. 

4. Special methods of training in in- 
dustry for handicapped individuals. 

5. Problems of morale among the han- 
dicapped. 

Psychological consultation. 
Psychologists should be available for 
consultation as members of a working 
team which might include rehabilitation 
supervisors, personnel managers, physi- 
cians, etc., and be able as a result of 
their background of training to con- 
tribute ideas on questionnaire forms, 
problems of personnel selection, statis- 
tical evaluation of research programs 
and other such problems. 


Elliott(26) points to the rapidly de- 
veloping field for psychologists in re- 
habilitation in that the nature of the 
work is similar to guidance, a field in 
which many psychologists have been 
operating for some time. Hubbard(39) 
states that the chief functions of the 
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children are testing to compare with 
normal, plan education and vocations, 
and to aid in interpreting limitations as 
to adjustment and personality. Pintner, 
Eisenson, and Stanton(60) treat the 
psychological phases of children who 
are deaf, hard of hearing, blind, par- 
tially sighted, and crippled. 

Functions of Hospital Psychologists. 
The work of hospital psychologists is 
fully surveyed by a group of psychol- 
ogists(85) each a leader in his own 
phase of the human adjustment prob- 
lem. This study outlines nature of 
work, preparation, entrance, oppor- 
tunities, and trends and training in psy- 
chiatric, general, neurological, tuber- 
culosis and station hospitals. Wechsler 
(85) states that the psychologist in a 
psychiatric hospital is expected to de- 
fine patient’s true intellectual level, un- 
cover presence of and relationship of 
special abilities or disabilities to clinical 
picture, and to help in psychiatric diag- 
nosis in terms of psychometric func- 
tioning by use of intelligence test re- 
sults, and personality measuring tech- 
niques. 

The role of the psychologist in a 
mental hygiene clinic of a psychiatric 
hospital is illustrated by Baten(85) who 
finds that a wide variety of problems 
come to such clinics. Referrals com- 
prise requests on some of the following 
problems: child placement; adoption; 
educational and vocational guidance; 
conduct and personality problems; 
marital incompatibility ; research on the 
effect of therapeutic treatment by medi- 
cal clinics; juvenile and adult delin- 
quencies ; neuroses and psychoses ; com- 
mitment to state institutions. 

The work of psychologists in state 
hospitals(85) consists primarily of 
routine psychometrics; interpretation 


and analysis of psychological test re- 
sults; teaching projects; and research. 
The functions of Station Hospital psy- 
chologists revolve about three groups 
of patients, t.e., mental defectives; 
clinical borderline cases; military delin- 
quents. The clinical psychologist in the 
army is called upon not only to ad- 
minister and interpret psychological 
tests, but may devote more than half his 
time to interviewing patients, writing 
case histories and preparing lengthy 
and detailed psychological reports. 

Psychological Problems of Veterans. 
Child(14) in a simplified treatment of 
the psychological factors of adjustment 
from soldier to civilian emphasizes 
problems of home, family, social and 
vocational nature. Griffith(36) also 
urges mature home attitudes, so that re- 
turned servicemen “maimed in heart, in 
mind, and in spirit’? may achieve useful 
and happy home adjustment. Novis 
(55) emphasizes the need of speedy 
provision of rehabilitation services to 
veterans, so as to avoid the mistakes of 
World War I. The results of a veteran 
study show difficulty in rehabilitation 
of those whose maladjustment is of 
long standing, and for whom guidance 
and adjustment services were long de- 
layed. Rogers(66) considers vocational 
readjustment, hostile attitudes, dis- 
turbance of self esteem, uncertainty of 
purpose, combat residuals, marital and 
family adjustments, and adjustments 
to handicaps, as basic problems in the 
psychological adjustment of veterans. 
Rogers stresses the need to recognize 
the whole individual, his insight and 
his emotional attitudes. 


V. PsycHIATRY IN REHABILITATION 


Psychiatry is entering the third 
phase of service to war-affected per- 
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sons, which will once again require un- 
usual demands for its professional serv- 
ices. First, psychiatry participated in 
the stupendous task of screening the 
emotionally fit for armed duty. Sec- 
ondly, it faced the task of military psy- 
chiatry in a war involving unprece- 
dented stress upon human _ balance. 
Finally, psychiatry faces the problem 
of veteran adjustment. The literature 
in this field has found its way in the 
nation’s press, in popular magazines, as 
well as in books and journals of the 
profession and other related profes- 
sions. Much of this literature has had a 
confusing effect upon the public and the 
patient, and some writings have even 
been harmful or ill-informed(6). Many 
psychiatrists now feel that the ills of 
veterans have been unduly magnified 
and that psychiatric labels have been 
applied too loosely, so that the term psy; 
choneurosis has come to mean prac- 
tically nothing(61). 

The extension of psychiatric services 
to many more individuals was made pos- 
sible by the broadening of the Vo- 
cational Rehabilitation Amendments 
(Public Law 113) to include the men- 
tally as well as the physically handi- 
capped. Vogel (105), in the official 
proceedings of the National Conference 
on Vocational Rehabilitation, describes 
the services of rehabilitation agencies 
in psychiatric cases. These agencies 
provide services of psychiatric diagnosis 
and treatment, as part of the process of 
adjusting the individual to self-support. 
Cunningham(17) suggests the extension 
of out-patient services within general 
hospitals to include services of psychia- 
trist, psychologist and psychiatric social 
worker so that psychiatric services may 
be more widely available to veterans and 
others. 
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The work of psychiatry in the armed 
forces will contribute materially to the 
further development of techniques and 
facilities in the rehabilitation of the psy- 
chiatric veteran or civilian. For exam- 
ple, the clinic consultation service de- 
scribed by Sandler and Rotman(68) 
which functions as a mental hygiene 
unit, utilizing psychiatric social work- 
ers, psychologists and neuropsychia- 
trists, was used successfully in the 
adjustment of the emotionally unstable 
soldier. It is interesting to note that 
Cunningham(17) has suggested a simi- 
lar unit for veteran psychiatric adjust- 
ment. : 

The psychiatric problems of the re- 
turning soldier are stimulating develop- 
ments in this field. Problems of suit- 
able placement are studied by Johnson 
and Hoffman(41), who suggest that the 
Veterans’ Administration set up local 
medical or personnel consultants to act 
on problem cases. They also state that 
plants need records of physical and 
mental status of returning veterans in 
order to effect proper placement. 
Brody(9), feels that the problem of the 
person with an “N.P.”’ label is essen- 
tially that of other workers who must 
be properly matched to jobs. This 
should involve physical demands, intel- 
lectual demands, technical demands, and 
emotional demands. A pooling of in- 
formation and knowledge, psychiatry 
with industry, is suggested. 

Davis(20), on the other hand, cites 
industry’s over-exaggerated fear of re- 
employing the psychoneurotic and urges 
that the vast majority of those with 
nervous disabilities may be returned to 
their previous work if both employers 
and the public exercise understanding. 

Terhune(78) analyzes some of the 
psychiatric problems of the returning 
soldier and reveals the following «as 
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major classes of problems: (1) Prob- 
lems revealed by Selective Service 
screening; (2) chronically slow adapt- 
ors; (3) frankly psychotic individuals ; 
(4) psychopathic personalities without 
psychoses; (5) neurotic personalities ; 
(6) acute psychoneurosis; and (7) 
social problems of returning soldiers. 
He urges the coordination of com- 
munity facilities and federal aid to 
establish medical rehabilitation and 
states that the general practitioner 
should render assistance to avoid many 
early cases from becoming confirmed 
neurotics. 

Woodward(87) surveys the mental 
hygiene problems in vocational rehabili- 
tation. He states that over ten per cent 
of all men examined were rejected as 
poor risks for the armed forces because 
of some mental, emotional or person- 
ality problem. In addition, there are 
over 350,000 men who have been dis- 
charged from the armed forces as 
nervous casualties. These staggering 
figures plus the dearth of trained psy- 
chiatric personnel form the background 
of conditions under which the adjust- 
ment of veterans must be undertaken. 
Woodward makes several suggestions 
which encourage the use of rehabilita- 
tion clinics, group therapy, study of 
work handicaps of nervous workers, 
careful placement, and the sympathetic 
understanding of psychologists, social 
workers, rehabilitation and industrial 
counselors. 


SUMMARY 


Particularly during the past five 
years, developments in human adjust- 
ment and rehabilitation have come as 
a result of some of the following 
factors: 


1. The development and expansion of public 
and private rehabilitation facilities. The 


bo 


6. 


major facilities include vocational re- 
habilitation for disabled civilians, veteran 
rehabilitation, community adjustment 
programs, armed forces rehabilitation 
programs and industrial rehabilitation 
programs. 

The increased interest in rehabilitation 
on the part of psychiatrists, psychologists, 
physicians, social agencies, educators and 
personnel workers. 

The adjustment and expansion of educa- 
tional facilities to meet veteran needs. 
The impetus to adjust educational facili- 
ties to the new needs has come as a result 
of the greater availability of public edu- 
cation for veterans and the handicapped 
and the need to meet educational demands 
on an individualized basis. 

Contributions made and techniques de- 
veloped by the armed forces. This in- 
cludes developments in psychiatry, psy- 
chology, counseling, and rehabilitation. 
New counseling aids and psychological 
techniques developed for manpower utili- 
zation. This includes the wider use of 
psychological instruments in rehabilita- 
tion; the development of rehabilitation 
clinics; job research and experimental 
training shops; rehabilitation centers; 
job and physical analysis techniques. 
The urgent need for veteran adjustment. 
Social, occupational, and emotional dis- 
ruptions of many veterans places the 
problem of human adjustment and re- 
habilitation in the forefront of nation- 
wide action. 
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SOME RELATIONSHIPS BETWEEN CHILDREN’S SYMPTOMS 
OF MALADJUSTMENT AND BACKGROUND FACTORS 


BARBARA JUNE SNYDER AND WILLIAM U. SNYDER 


Pennsylvania State College 


INTRODUCTION 


The question of whether any signifi- 
cant relationships exist between chil- 
dren’s symptoms of maladjustment and 
certain factors in their backgrounds 
was felt to be worthy of investigation. 
For example, is the child of a mother 
who has extra-marital relations overly 
concerned with sex? Do children of 
alcoholics show any _ characteristic 
symptoms? The purpose of the present 
study is to demonstrate statistically re- 
lationships between some twenty-eight 
symptoms of problem behavior in chil- 
dren and eleven environmental and 
other factors. The symptoms dealt 
with were as follows: hyperactivity, 
pugnaciousness, destructiveness, an- 
tagonism to authority, disobedience, in- 
corrigibility, masturbation, sex play 
(with others), stealing, lying, sibling 
rivalry, selfishness, somatic complaints, 
irresponsibility, withdrawing behavior, 
inferiority feelings, enuresis, temper 
tantrums, speech disability, nervous 
symptoms, fears, tics, poor appetite, 
poor sleep, dependency on parents, read- 
ing disability, running away, and 
school problem behavior. The back- 
ground factors which were studied in 
relation to the symptoms just listed 
were: intelligence of the child; signifi- 
cant diseases of the child; whether the 
child was living with his own parents or 
was living with adoptive, foster, or 
step-parents ; illegitimacy; type of dis- 
cipline used in the home; significant 
diseases of the parents; court charges 
against the parents; extra-marital rela- 
tionships of the parents; whether the 


child was rejected, accepted or over- 
protected ; drinking by the parents; and 
economic status of the family. 

Current literature on the topic of this 
study seems to be divided into two 
types, those articles based upon ob- 
servation and those based upon experi- 
mentation. A brief review of some of 
the latter group is pertinent to the dis- 
cussion. Only one article written within 
the past eight years was found to be 
similar in hypothesis to the present 
study. Baruch(3) studied thirty-three 
preschool age children whose parents 
were of superior intelligence and of a 
high economic status. She found that 
the problems which seemed most closely 
related to child adjustment were ten- 
sions over sex, and ascendance-submis- 
sion, and these two problems seemed to 
project into other areas causing new 
problems. A somewhat similar study 
was made by Symonds(16) of rejection 
and overprotection of children. He 
found that accepted children have more 
socially acceptable behavior and person- 
ality characteristics than rejected chil- 
dren. Rejected children show an excess 
of activity and restlessness. They are 
given to attention-getting behavior and 
are notorious trouble-makers in school. 
Many more rejected than accepted 
children are checked as being school 
problems. 

Levy’s(9) well-known studies of ma- 
ternal overprotection are already widely 
recognized for their contributions. 
Levy came to the conclusion that chil- 
dren of indulgent overprotective 
mothers are aggressive, and children of 
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dominating over-protective mothers are 
submissive. Bergum(4), Allen(1), and 
Morgan and Bauher(13) have also at- 
tempted to relate parental attitudes to 
the behavior symptoms displayed by the 
children. Studying children at the In- 
stitute for Child Guidance, Bergum 
came to the conclusion that rejected 
children are independent and are capa- 
ble of making good social adjustments 
outside of the nome. Allen concluded 
that a group of boys living alone with 
their mothers showed more than aver- 
age tendency to drink and aggressive 
behavior. Morgan and Bauher, using 
personality tests, found a correlation 
between children’s zeal in approaching 
problems in school and lack of exces- 
sive domination by the parents. 

A slightly different approach oc- 
curred in articles by Hovey(7), Healy 
and Bronner(6), Hartman(5), Wil- 
liams(18), and Weeks(17). These writ- 


ers sought to demonstrate background 
factors consistently related to various 
aspects of crime and delinquent be- 
havior of children. Hovey’s study ap- 
pears to be noteworthy in showing a 
correlation between early psychopathic 
and psychoneurotic behavior in children 


(enuresis, hypochondriacal attitudes, 
etc.) and later criminal careers. The re- 
lation to background factors is implied 
rather than proven. 

A very significant and extensive 
study of mental health of school chil- 
dren was made by Rogers(14) based on 
ten different objective tests given to 
1,900 children in the first to sixth 
grades in selected schools in Columbus, 
Ohio. Among other things the study 
shows that the socio-economic level of 
the child’s environment has a close re- 
lationship to his school adjustment, and 
that the child who differs least from his 


group is also the best adjusted child. 
Other studies showing significant rela- 
tionships between background or en- 
vironmental factors and children’s dis- 
turbances include investigation of 
parental incompatibility by Lesse(8), of 
poor eating habits by McCoy and 
Bull(11), of run-away children by Bal- 
ser(2), of low intelligence as related to 
maladjustment by Stroud(15), and 
McGehee and Lewis(12). Lurie, et al 
(10) consider significant environmental 
influences causing maladjustment to be 
(1) poor home rather than poor neigh- 
borhood, (2) improper moral condi- 
tions, and (3) alcoholism of the par- 
ents. 


PROCEDURE 


The material used in the present 
study was obtained from the records of 
the Des Moines Child Guidance Center. 
In order to obtain a statistically ade- 
quate sampling, every tenth case record 
in the files of the Center for the period 
from 1936 through 1943 was read and 
analyzed. Altogether 275 cases were 
read and analyzed. The children seen 
by the Des Moines Child Guidance 
Center were referred to that agency by 
the juvenile court, the schools, other 
social agencies, doctors, parents, and 
others. The age range of those in this 
study was from about six months to 
eighteen years. Approximately seven 
per cent of the cases were over twenty- 
one years of age. The average age was 
12.4 + 7.28. Intelligence quotients of 
the children studied had a range of 
from 51 to 141, with an average I.Q. 
of 92.4 + 19.235. The ratio of boys to 
girls was 1.13. The ratio of children 


1. The Des Moines Child Guidance Center is 
a community service agency sponsored by the 
Community Chest and was established in 1936. 
It is under the direction of a psychologist, and 
employs other psychologists and social workers. 












from homes of unfavorable economic 
status to those of favorable economic 
status was 2.5 to one. 

Originally each case was checked for 
some ninety-five items which described 
certain characteristics of the child and 
his parents. After a preliminary survey, 
however, it was determined that a con- 
siderable number of items did not occur 
frequently enough to be significant. 
The lists were somewhat condensed 
and shortened. Aii 275 cases were then 
reread and reanalyzed. The descriptive 
categories which were checked are 
shown in Tables 1 and 2. The back- 
ground characteristics which were con- 
sidered appear in Table 2, and the 
child’s behavior symptoms are indicated 
in Table 1. 

Each of these characteristics was 
carefully defined, but since they are on 
the whole quite obvious in meaning, 
the definitions are not given in the 
present article. A general principle with 
regard to the defining was that the 


rater avoided the use of inferences and - 


only recorded a tally under a certain 
characteristic if there was objective evi- 
dence of its presence. In some charac- 
teristics such as extra-marital relations 
of parents, the absence of such relations 
was assumed unless its presence was 
specifically indicated. Characteristics 
relating to oversolicitousness of parents 
were based on an objective statement in 
the case record rather than on the 
rater’s interpretation. With regard to 
economic level, an average income was 
considered to be between $1,200 and 
$3,000 per year. Above and below this 
was considered high or low respec- 
tively. Intelligence of the child was 
considered average if between 80 and 
109 on the Stanford-Binet. 

Two methods were used to show the 
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reliability of the present study. First, 
the authors made a recheck by reading 
through the last four case records for 
each of the years included in this study, 
without reference to the original analy- 
ses of these records. This means that 
a recheck was made of more than ten 
per cent of the case records. This read- 
ing of the case records was done several 
weeks after the raw data had been col- 
lected. A chi-square was then made 
showing the relationship of the data in 
the recheck to the original data. It was 
found that the probability of the rela- 
tionship of scores being a chance one 
was infinitely small.* It can therefore 
be said that a high degree of reliability 
existed in the classification of items by 
the recheck method. 

In order to test further the reliability 
of classification of items, two other 
classifiers* were asked to check two dif- 
ferent sets of cases from the ones 
checked by the rater. Again it was 
found that the probability of the dis- 
tribution being a chance one was in- 
finitely small.* It can therefore be said 
that a high degree of reliability existed 
between the analyses of records by the 
two independent classifiers and the 
analysis of the records by the rater. 

In referring to the validity of a 
study, one is concerned with the ques- 
tion of whether a measurement is really 
what it is said to be. The method used 
in this study was similar to the test- 
retest method. Two classifiers were 
asked to analyze two different sets of 
case records and were given no instruc- 


2. X? was 1116.86; to obtain a P*™ of .01, 
X? must be 9.21. 

3. One of the classifiers was a psychologist 
and one a social worker. They were both given 
forms similar to the original raw data sheets, 
together with a list of the case records they 
were to read. 

4. One X* was 1100.24, the other was 903.88; 
to obtain a P** of .01, X? must be 9.21. 
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tions or indoctrination except to be told 
that all intelligence test scores for a 
specific case should be averaged. The 
writers feel that this study is valid be- 
cause the results of the two classifiers 
were similar to the results of the rater; 
it is presumed that when several inde- 
pendent and unindoctrinated workers 
can obtain significantly related scorings 
of any data, the scoring method is 
valid. 

By means of the chi-square tech- 
nique, the authors worked out with re- 
gard to each of the eleven background 
factors the degree to which the fre- 
quency of any maladjustment symptom 
occurred in a pattern differing signifi- 
cantly from that to be expected by a 
chance distribution of the symptoms. 
In the case of some of the background 
characteristics, it was found that when 
all twenty-eight of the children’s symp- 
toms were observed in one chi-square, 
the group as a whole did not show very 
significant deviation from a chance ex- 
pectation. If, however, a few of the 
symptoms which differed most from 
chance expectation were analyzed in a 
new chi-square without regard to the 
mass of symptoms whose occurrence 
was well within chance expectation, 
these few symptoms may have shown a 
significant trend in contrast with some 
of the other few symptoms within their 
group. 

After the various symptoms of mal- 
adjustment were studied individually, 
it was felt that while some significant 
relationships existed, no very signifi- 
cant trends were apparent. It was 
thought that if the individual symp- 
toms were placed in groups of like 
symptoms, it might be possible to dis- 
cover whether any significant trends 


existed. Consequently, the twenty-eight 
symptoms of children’s maladjustment 
were classified in seven main groups. 
These groups were physical symptoms, 
delinquencies, feelings of inadequacy, 
special handicaps, negative attitudes, in- 
fantile behavior reactions, and symp- 
toms related to sex drive. The data 
when treated in this grouping of be- 
havior symptoms were considerably less 
bulky to handle and were also some- 
what more meaningful in the relation- 
ships shown. Table 1 shows the com- 


TABLE 1. Indicating the classification of the 
children’s symptoms of maladjustment nto 
seven main groups 


Physical Symptoms 
Hyperactivity 
Somatic Complaints 
Enuresis 
Nervous Symptoms 
Tics 
Poor Appetite 
Poor Sleep 
Delinquency 
Stealing 
Inadequacy Feelings 
Sibling Rivalry 
Withdrawing Symptoms 
Inferiority Feelings 
Fears 
Dependency on Parents 
Special Handicaps 
Speech Disability 
Reading Disability 
Negative Attitudes 
Pugnaciousness 
Destructiveness 
Antagonism to Authority 
Disobedience 
Incorrigibility 
Running Away 
Infantile Behavior Reactions 
Lying 
Selfishness 
Irresponsibility 
Temper Tantrums 
School Problem Behavior 
Symptoms Related to Sex Drive 
Masturbation 
Sex Play 


position of each of the major groups of 
behavior symptoms, that is, which of 
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the symptoms were placed under each 
major heading. 

In order to condense the results into 
a simple group of data two procedures 
were used. First, a criterion of signifi- 
cance was determined for each cell in 
the contingency tables used in obtaining 
the chi-squares. This criterion was ob- 
tained by dividing each chi-square by 
the fraction of the total chi-square 
which would be needed to obtain a 
significant non-chance frequency (P. 
equal to .02), providing that each cell 
in the contingency table contributed 
equally to the total chi-square. Items in 
which the ratio thus obtained was less 
than 1.0 were then dropped as being 
insignificant. Only those items were 
considered which showed a weighting 
in favor of the non-chance hypothesis. 
Second, all of these ratios representing 
the significance of a non-chance hy- 
pothesis explaining the relationship be- 
tween children’s symptoms and their 
background factors were averaged 
together algebraically in Table 2. This 
table combines the various symptoms 
and the major classifications. Where a 
noticeable relationship existed in one 
symptom, but did not exist for example 
in the five other symptoms making up 
a major heading, the general effect of 
the combining in the summary table 
was to reduce the importance of the one 
symptom. This is desirable on the basis 
of the reasoning that the a priori classi- 
fying of various symptoms in major 
categories is based on a logical relation- 
ship. It is assumed therefore that if 
some of the individual items weaken 
the relationships demonstrated for 
other items, they are showing that such 
relationships are artifactual and not 
general ones on which conclusions 
should be based. Table 2 can be in- 





terpreted as showing the relative sig- 
nificance of the various relationships 
between background factors and major 
groups of symptoms of children’s mal- 
adjustments. Again the principle was 
followed that all ratios below 1.0 were 
disregarded as not contributing signifi- 
cantly to the major conclusions of the 
study. 


RESULTS AND DISCUSSION 


For the symptoms of maladjustment 
studied, three groups of background 
factors were outstanding in their rela- 
tionship to those symptoms. These 
were the intelligence of the child, the 
presence of children’s diseases, and the 
attitudes of the parents toward the 
child. Table 2 shows that children with 
low intelligence had a very noticeable 
tendency to have speech and reading 
disabilities, whereas children of su- 
perior intelligence conversely showed a 
freedom from such handicaps. Another 
observation which may be made is that 
to a much less noticeable extent, chil- 
dren of low intelligence were free of in- 
adequacy feelings but demonstrated 
fewer inhibitions in expression of sex 
drive. The conclusions indicated seem 
quite defensible. 

Inspection of the original data shows 
that sixteen of the individual symptoms 
were related to a deviation of intel- 
ligence from the norm. It would be rea- 
sonable to assume that speech and read- 
ing difficulties (particularly the latter ) 
occur more frequently in children who 
are mentally less able. It is also not 
unreasonable to observe that children 
of lower mental ability are less inhibited 
sexually. It would very likely be safe 
to presume, however, that such a rela- 
tionship is more associated with eco- 
nomic and social factors that are found 
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correlated with intelligence rather than 
to assume that there is any casual rela- 
tionship in the aspect of intelligence. 

Explanation of the freedom from in- 
adequacy feelings in the children of low 
intelligence is somewhat less logical. At 
first it would seem that such children 
finding themselves frequently con- 
fronted with situations which they can- 
not meet would have more reason to 
feel inadequate. That the opposite 
relationship occurs may be explainable 
on two grounds; first, they may not be 
as capable of perceiving their own fail- 
ures, and second, they may come from 
families who make many less demands 
for achievement than do the brighter 
parents. 

The second significant relationship 
was that of various principle symptoms 
which seem to correlate with the 
presence or absence of childhood dis- 
eases. Most noticeable is the negative 
correlation between delinquency symp- 
toms (stealing) and the presence of 
childhood diseases. Apparently steal- 
ing is an aggressive type of action that 
is not compatible with the personality 
of the sickly child. Such a child proba- 
bly obtains attention and personal grati- 
fication through the care which his 
physical symptoms demand for him. 
Such a hypothesis is supported by the 
fact that Table 2 also shows a positive 
relationship between the presence of 
childhood diseases and the presence of 
the psychosomatic type of complaints 
considered under the category of physi- 
cal symptoms of maladjustment which 
include hyperactivity, somatic com- 


plaints, enuresis, nervousness, tics, poor 
appetite, and poor sleep. The results 
clearly imply that children who have 
had illnesses tend more to psycho- 
somatic complaints than those who 








have been relatively free of serious 
childhood diseases. 

Table 2 also shows that there is a 
tendency for children who have had 
serious childhood diseases to be free of 
speech and reading disabilities and free 
of overt sex behavior. Conversely, 
children who have not had serious dis- 
eases show a distinct tendency toward 
overt sex behavior. The inference 
would seem justified that this negative 
relationship between sickliness and sex 
drive is due to lack of opportunity to 
engage in sex play with others, or is 
due to the lack of aggressiveness pro- 
posed as characteristic of the sickly 
child. Regarding the negative relation- 
ship between sickliness and speech and 
reading disabilities, it would seem valid 
to suppose that sickly children may for 
lack of other opportunities spend a con- 
siderable amount of time in reading. 
The value of such reading as an enter- 
tainment may definitely contribute to 
the child’s skill in reading. 

The third major conclusion is with 
regard to the attitudes of the parents 
toward their children. Table 2 shows 
that children whose parents were ac- 
cepting (but not rejecting or over- 
solicitous) had a fairly high incidence 
of speech and reading disability, a 
lower than average expectation of nega- 
tive attitudes (incorrigibility, pugnaci- 
ousness, destructiveness, antagonism to 
authority, disobedience, and running 
away), and a high incidence of overt 
sex behavior. The lack of negative at- 
titudes is certainly understandable. The 
presence of speech and reading disabili- 
ties is difficult to explain without be- 
coming entirely hypothetical. The 
higher incidence of manifestations oi 
sex drive may be explainable in terms 
of the permissiveness of such parents. 
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Observation of the original data shows 
that two types of sex behavior were 
considered, i.e., masturbation and sex 
play with other children. It was en- 
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tirely the latter which accounts for this 
high incidence of sex behavior reported 
by the parents. 

This is in distinct contrast to the 


Tas_e 2. Showing the relative significance of the relationship of children’s symptoms 
of maladjustment to certain background factors. The sign of the figure indicates 
whether the frequency is greater than or less than that expected on a chance hypothesis. 
The figures themselves represent ratios between the average of chi-squares obtained 


for each of numerous sub-symptoms and 


the quantity of chi-square necessary to 


produce a significant probability (P) of .02 








Background factors 


Physical 
symptoms 
Delinquent 








behavior 
disabilities 
attitudes 
behavior 
symptoms 


Inadequacy 
feelings 
Speech + reading 











Negative 
Infantile 


Sexual 











Intelligence : 
E55 a:k cle dark wea es 
MID? 3S c's vagwe dese css 
i. ewes oun 

Children’s disease : 


| 
tN 
S 


ee 8s) ee 


LCL sen ees bw nase 2) | a A wee. —2.19 


SEE 5 68 icessey swiecd —3.05 +5.25 


Parentship : 
ee 
Adoptive or foster ...... 
Step-parents ............ 

Legitimacy : 

PIII os 5 osc ne cceee's 
Ns nes incense ews 

Discipline : 

Strict or severe ......... 
Inconsastent ............ 
(ghetto 

Parents’ disease : 

Mo whide wobec us.e's 


Parents’ court charges: 
eigenen 
aes Tee 

Extra-marital relations: | 
ce on 
2s irre at 

Attitudes of parents: 
ES SSaeeeee 
pS ee 
Oversolicitousness ....... 

Parents’ drinking: 

_ eee 
lp a gaa 

Economic status : 
icin aa sasiee’d 
SE 


+1.41 
+131 


—3.33 


—1,22 


eer ies veee 1.25 
+2.10 —131 .... +5.88 
“259 oss wee. 2.51 


—1.62 











ee 


ett came 





20 B. J. SNYDER AND W. U. SNYDER 


situation reported for children of re- 
jecting or oversolicitous parents. The 
low incidence of overt sex play of such 
children is not any more easily ex- 
plained than the conversely high inci- 
dence occurring among children of ac- 
cepting parents. It is possible that such 
parents because of training and back- 
ground would have a much more in- 
hibitory attitude toward such action 
and would suppress any signs of grow- 
ing sex interest. Also such parents 
might themselves be too inhibited to 
report any observed sex play of their 
children to an agency. 

It was also noticed regarding atti- 
tudes of parents that whereas children 
of accepting parents show an unex- 
plainable tendency toward speech and 
reading disability, children of over- 
solicitous parents show a tendency to be 
free of such handicaps. This freedom 
may be explained in terms of the need 
of the oversolicitous parent to have his 
child show superior accomplishment in 
academic skills. If the child of such a 
parent shows signs of a speech dis- 
turbance or reading disability, the par- 
ent may go to considerable extremes 
to provide for the eradication of the 
symptom by tutoring, careful personal 
attention, and like measures. 

In addition to the major relation- 
ships reported above several minor re- 
lationships were observed. Three rela- 
tionships occur between speech and 
reading disabilities and other back- 
ground factors than the ones thus far 
mentioned. These disabilities were ob- 
served with higher than expected fre- 
quency in the case of illegitimate chil- 
dren, and with considerably lower than 
expected frequency in the case of chil- 
dren of parents who have had serious 
diseases and of alcoholic parents. That 


~ 


illegitimate children might feel insecure 
and might react to such insecurity by 
developing speech or reading disabili- 
ties is not improbable. But it would be 
very difficult to say why the children of 
sickly parents or alcoholic parents are 
found to be more free of speech and 
reading handicaps than is expected by 
chance. 

In general with regard to the pres- 
ence of speech and reading disability, it 
would appear from this study that such 
handicaps occur very frequently among 
children with low intelligence, and 
rather frequently among _ illegitimate 
children or children of accepting par- 
ents. Conversely it would appear that 
a freedom from such handicaps is espe- 
cially noteworthy in children of su- 
perior intelligence, children of sickly 
parents, and children of oversolicitous 
parents; and it is somewhat noticeable 
in sickly children and children of par- 
ents who drink. 

Finally, the study shows that the 
background factors of adoptive- or 
step-parentage, severity of discipline, 
extra-marital relations of the parents, 
and economic level of the family are 
factors which were not demonstrated 
to have a significant relationship to any 
of the seven groups of behavior symp- 
toms of the children that were studied. 
A very slight and unexplainable nega- 
tive relationship was shown between 
the presence of court charges against 
the parents and the presence of overt 
sex behavior of the children. 


SUMMARY 


A study was made of two hundred 
seventy-five cases from the files of the 
Des Moines Child Guidance Center in ~ 
order to discover any statistically relia- ~ 
ble relationships between twenty-eight — 
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symptoms of maladjustment of chil- 
dren and eleven background factors. 
The significant major conclusions of 
the study are as follows: 

1. When various symptoms of mal- 
adjustment were studied individually 
some significant relationships existed, 
but no very significant trends could be 
identified. However, when the symp- 
toms were studied in groups of like 
symptoms, certain trends appeared. 

2. The three groups of background 
factors which were outstanding in rela- 
tion to the symptoms of maladjustment 
of the children were the intellectual 
ability of the child, the attitudes of the 
parents toward the child, and the health 
of the child. 

3. These three outstanding back- 
ground factors each appeared to be cor- 
related with their own most significant 
symptoms. Childhood diseases were 
most frequently associated with psy- 
chosomatic symptoms or freedom from 
delinquency (stealing). The heredi- 
tary factor of intelligence was most 
frequently related to the symptoms of 
inadequacy feelings, and speech and 
reading handicaps, although it was in 
the high intelligence group that the in- 
adequacy feelings appeared. The factor 
of parental attitudes showed a rela- 
tionship between unfavorable attitudes 
and freedom from speech and reading 
disabilities and expression of overt 
sexual behavior. It also indicated a re- 
lationship between accepting attitudes 
of the parents and lack of negative at- 
titudes on the part of the children. 

4. Although each of the three out- 
standing background factors showed 
significant correlations with certain be- 
havior symptoms, each of the three was 
related to at least fourteen of the 
twenty-eight behavior symptoms. 
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5. No relationships were demon- 
strated between the background factors 
of adoptive- or step-parentage, type of 
discipline, extra-marital relations of the 
parents, and economic level of the 
family, and any of the seven groups of 
behavior maladjustments of children 
that were studied. 
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New Approaches to Understanding the Alcoholic* 


In the past the alcoholic has been considered 
a “bum,” “degenerate,” “criminal,” “delinquent” 
or “weak-willed,” or “morally depraved,” and 
his brain and nervous system have been thought 
of as “degenerated,” “alcohol soaked,” etc. Such 
thinking is erroneous and inadequate, and could 
never be expected to solve the problem of the 
problem drinker. Alcoholics cannot be con- 
sidered as a class to which rules apply uni- 
formly, for each person who indulges in al- 
cohol to a harmful extent is an individual who 
does so at the behest of his own particular 
individual needs. What might be true for 
one, or even some alcoholics, need not be true 
and indeed is often not true of one or some 
others. Even if alcohol could be entirely re- 
moved from the milieu, we still would be faced 
with the problem of the damaged personality 
which would seek its support usually in some 

* Woolley, L. F. New approaches to under- 


standing the alcoholic. Alcoholic Hygiene, 1945, 
t, & & 


other unpleasant fashion, such as drug-taking 
perhaps, or social or anti-social behavior, or 
even possibly be precipitated into severe mental 
illness if other supports from the environment 
were lacking. 

The problem of the problem drinker is con- 
cerned with personality deviations and char- 
acter defects. This establishes it as a medical 
problem which falls within the realm of psy- 
chobiological psychiatry. In the unraveling oi 
this problem in each case, it is necessary to find 
out what kind of material we have to start with, 
and how it has been warped and bent by the 
stresses and strains of living to which it has 
been subjected. We have to discover if possi- 
ble the “need” which the alcoholic indulgence 
supplies and then discover some way to satisfy 
that need in some manner more socially ac- 
ceptable and less injurious. When this is done 
the use of alcohol can very readily be set asic 
and this restriction is then not usually felt as a 
hardship. 








DIAGNOSTIC PATTERNS ON THE MINNESOTA MULTIPHASIC 
PERSONALITY INVENTORY* 


HARRISON G. GOUGH 
Ist Lt., AGD, Clinical Psychologist, Station Hospital, Camp Beale, California 


Several recent articles have discussed 
the usefulness of the Minnesota Multi- 
phasic Personality Inventory in various 
clinical situations(6,8,10,12,14,16), and 
one has dealt with the problem of test 
profiles(17). These reports have yielded 
favorable conclusions, but others have 
criticized the inventory method(11p. 
136), and personal experience has re- 
vealed that many military psychiatrists 
and clinical psychologists are disin- 
clined to accept the inventory as a use- 
ful and valid instrument. It is our opin- 
ion that much of the hesitance in utiliz- 
ing the inventory is due to difficulty in 
its use and interpretation. There is, 
apparently, a tendency to consider sub- 
test scores independently, and to neglect 
the inter-relationships of subtests, or 
the pattern of test scores. It is the pur- 
pose of this paper to reemphasize the 
importance of pattern analysis, and to 
describe certain patterns which were 
found to be diagnostically significant 
in a military environment. 


PROCEDURE 
The multiphasic inventory was 
administered as prescribed in the 


manual(9), to 136 consecutive admis- 
sions to the neuropsychiatric section of 
the hospital. The cases were drawn 
primarily from an Army _ Service 
Force’s overseas replacement depot, but 
included a small number from other in- 
stallations on the post, such as a recep- 
tion center, and various headquarters 
companies. The sample included both 


* Appreciation is extended to Dr. L. E. Wex- 
berg for his interest in this study, his valuable 
criticisms, and sympathetic advice. 


white and negro soldiers. The soldiers 
were admitted to the hospital on the 
recommendation of dispensary medical 
officers. After several days’ orienta- 
tion, and an interview with a psy- 
chiatrist, the subjects were referred for 
psychological examination, and took the 
inventory as part of a routine battery 
under standard conditions. As con- 
trols, a normal group of 27 was selected 
from soldiers on a duty status, in such a 
way as to adequately match the experi- 
mental group for age, race, education, 
length of service, and military rank. 
The deviate group was then broken 
down according to the dispositional 
diagnosis. These categories, and the 
number of cases in each, were as fol- 
lows: (1) Psychoneurosis, Mild, 12; 
(2) Psychoneurosis, Moderate, 24; 
(3) Psychopathic Personality, 21; (4) 
Psychoneurosis, Severe, 57; (5) Psy- 
chosis, 22. This last group was sub- 
divided into two dichotomies: (a) Psy- 
chosis with paranoid features vs. 
Psychosis with no paranoid features, 
11 in each group; and (b) Psychosis 
with schizoid features, 12, vs. Psycho- 
sis with no schizoid features, 10.’ 
Hereafter these groups will be referred 
to as Pn M, Pn Mod, Pp, Pn §S, Psy, 
Psy with Pa, Psy with no Pa, Psy with 
Sc, and Psy with no Sc. It should be 
pointed out that the grouping of the 
psychoneurosis according to severity 
does not necessarily correspond to a 
strict clinical impression, but represents 
an accommodation of such impressions 


1. “No paranoid features” means, of course, 
no paranoid features of clinical significance ; the 
same holds for the schizoid dichotomy. 
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to military standards. For example, the 
diagnosis ‘“‘psychoneurosis severe’ was 
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the Army was found necessary, the 
diagnosis “‘psychoneurosis moderate” 


used when a medical discharge from when a soldier was considered unfit for 
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Fic. 1. T-score profiles of the normal, psychoneurosis mild, psychoneurosis moderate, psycho- : 
pathic personality, psychoneurosis severe, psychotic, psychotic with paranoid features, psychotic | 
with schizoid features, psychotic with no paranoid features, and psychotic with no schizoid features 7 
groups. 








ho- x 
atic | 





DIAGNOSTIC PATTERNS 


bo 
uw 


























100 
cA 
90 Fo} 
“™\ A 
S = Ff A 
Somme XG / \ 
i a te \- e 
- X ig \ pe ™ 
= “Se we te 
50 * ie 
40 
30 
20 
10 
0 
fe Uae Hs D By Pd Mf Pa Pt GS Ma 
Key! <—---— Psychoneurosis, Severe 


Psychopathic Personality 


Paychoneurosis, Moderate 
Psychoneurosis, Mild 
Normal 


Fic. 2. T-score profiles of the psychoneurosis severe, psychopathic personality, 
psychoneurosis moderate, psychoneurosis mild, and normal groups. 


overseas duty, but fit for continental 
duty, and the diagnosis “psychoneu- 
rosis mild’”’ when a soldier was found to 
be fit for overseas duty, but unfit for 
combat duty. The psychopathic person- 
ality group included cases of inadequate 
personality, emotional instability, sex- 
ual psychopathy, drug addiction, 
chronic alcoholism, and the “amoral” 
or “asocial” type(see 13, p. 205). The 
psychotic group compares to similar 


groups found in civilian hospitals and 
clinics. The diagnoses were made by 
competent psychiatrists, and in nearly 
all cases were made independently of 
the multiphasic findings; where these 
findings were consulted, it was only as 
a check upon the psychiatric impression. 
The dispositional categories were then 
compared to the normal group, and to 
each other, in terms of mean differ- 
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ences, using the critical ratio as a meas- 
ure of significance. 
FINDINGS 


Table 1 shows the means and stand- 
ard deviations for the normal and 


TABLE 1. 


(normals), have been shown in figure 
2. The four deviate curves illustrate 
what can be called the basic psychoneu- 
rotic curve. It is a diphasic curve with 
unequal peaks. In this basic pattern 
the “neurotic triad” (Hs, D, and Hy), 


T-score means and standard deviations for the normal group (N), psychoneurosis mild 


(Pn M), psychoneurosis moderate (Pn Mod), psychopathic personality (Pp), psychoneurosis 

severe (Pn S), all psychotics (Psy), psychosis with paranoid features (Psy with Pa), psychosis 

with no paranoid features (Psy with no Pa) psychosis with schizoid features (Psy with Sc), and 
psychosis with no schizoid features (Psy with no Sc). 








N PnuM 


n-27 n-12 


Pn Mod Pp PnS 
n-24 n-21 n-57 





M SD 


M SD M M SD 





50.25 
56.10 
55.42 
70.67 
70.25 
71.42 
58.25 
53.00 
58.75 
57.83 
57.42 
53.25 


0.83 
5.41 
6.26 
10.95 
8.68 
9.63 
8.92 
5.35 
11.23 
10.55 
9.85 
10.41 


50.70 52.48 53.67 
54.04 55.00 53.56 
58.38 71.85 67.42 
71.89 85.12 88.55 
76.04 89.88 100.04 
75.20 81.00 82.25 
60.83 79.16 72.41 
54.80 58.43 60.83 
56.96 70.60 71.91 
62.71 69.88 82.85 
59.79 83.93 86.81 
59.38 59.88 60.75 


2.22 
3.79 
9.02 
14.67 
11.59 
12.33 
10.77 
9.35 
11.22 
13.85 
12.99 
7.95 


7.48 

6.54 
10.42 
14.76 
15.79 
11.11 
15.26 

9.47 
15.13 
13.24 
18.20 
11.34 





Psy with Pa 
n-11 


PsywithnoPa PsywithSe Psywithno Sc 
n-11 n-12 n-10 





M SD 


M SD M SD M SD 





50.60 
57.10 
71.50 
77.72 
84.73 
74.82 
69.63 
55.36 
80.50 
7281 
76.91 
58.64 


1.72 
6.74 
11.29 
12.21 
15.48 
7.83 
8.92 
7.82 
10.44 
13.88 
13.93 
13.17 


8.33 
10.98 
15.98 
15.25 

7.79 

8.74 
10.35 
12.60 
13.78 
16.61 
13.17 


8.81 
9.66 
10.66 
15.70 
15.66 
6.54 
7.21 
11.37 
8.95 
12.93 
18.50 
12.12 


50.00 
55.20 
67.80 
79.40 
83.80 
75.30 
70.70 
54.40 
75.50 
75.00 
78.70 
62.60 


0.00 
6.52 
10.19 
11.18 
12.75 
9.53 
9.35 
7.47 
14.04 
5.50 
9.79 
7.46 


55.42 8.44 
57.10 9.57 
70.17 11.96 
82.58 16.59 
82.42 17.15 
78.33 6.02 
67.91 6.69 
61.42 11.00 
70.92 10.78 
69.50 17.04 
73.83 20.79 
60.92 16.23 


55.36 


81.36 
79.10 
68.73 
60.18 
65.54 
71.18 
75.18 
64.73 








deviate groups on each of the inventory 
subtests. The curves are plotted in 
figure 1. 

A brief inspection will reveal indica- 
tions of pattern, and differences among 
the various curves. For better compari- 
son Pn M, Pn Mod, Pp, Pn S, and N 


is higher than the psychotic phase of the 
curve (Pa, Pt, and Sc). It will also be 
noticed that this pattern is only slightly 
evident in Pn M, but becomes increas- 
ingly pronounced in Pn Mod, Pp, and 
Pn S. Also, as an increase occurs in the 
severity of the psychiatric condition, 
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the curve changes its position on the 
vertical axis. Thus, the basic pattern of 
the curve suggests a_ psychoneurotic 
condition, and the elevation on the ver- 
tical axis, as well as the accentuation of 
typical elements, indicates the severity 
of the neurosis. 

The psychopathic personality curve 
represents a special problem. Here the 
Pd subtest assumes a particular signifi- 
cance, being higher than on any other 
psychoneurotic curve; it is also on the 
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and a Pp curve, this relationship be- 
tween Pt and Sc is quite helpful. There 
is also a tendency for psychopaths to 
attain higher F scores than other clini- 
cal groups. 

One other point deserves emphasis. 
Occasionally one finds a bizarre curve 
with marked elevations of many sub- 
tests, including the Pd subtest. It was 
quite often found that an atypical curve 
of this type referred to a case eventu- 
ally diagnosed as a psychopathic per- 


TasLe 2. Comparison of the normals (N) with psychoneurosis mild (Pn M), psychoneurosis 

moderate (Pn Mod), psychopathic personality (Pp), psychoneurosis severe (Pn S), all psychotics 

(Psy), psychosis with paranoid features (Psy with Pa), and psychosis with schizoid features 
(Psy with Sc), showing mean differences and critical ratios of the T-scores* 








N-PnM N-PnMod N-Pp 


N-Psy 


N-Psy 
N-Pn S$ N-Psy with Pa 


with Sc 





- Ga 2 £2 OD CR 


D CR D ck wo GR es CR 





—3.95 5.79 —3.50 4.28 —1.72 1.07 
2.68 165 0.62069 1.58 1.12 
2.55 1.38 5.51 2.94 18.98 9.75 

22.91 6.88 36.14 9.04 
24.28 8.00 38.12 10.40 
21.77 7.33 27.57 
10.38 3.14 12.96 4.29 31.29 
2.17 0.86 3.97 143 7.60 
10.39 3.88 24.03 
16.31 4.95 23.68 
12.66 4.07 36.80 
10.40 4.02 10.90 


—.53 0.45 —1.79 1.20 —3.60 3.47 —4.20 6.58 
0.14 0.14 ‘ 1.54 3.68 1.77 1.78 0.84 
14.55 10.20 : 6.85 18.63 5.44 14.93 4.61 
39.57 17.40 f 8.86 28.74 7.25 30.42 7.95 
49.38 17.47 . 8.44 32.97 6.54 32.04 7.16 
28.82 14.32 30 10.69 21.39 7.61 21.87 6.48 
24.54 8.48 . 7.78 21.76 641 2283 6.33 
10.00 422 8. 2.68 453146 3.57 1.15 
25.34 10.64 : 9.03 33.93 9.86 28.93 6.22 
36.65 15.05 \ 7.76 26.61 5.90 28.80 11.87 
39.68 13.65 . 7.62 29.78 6.61 31.57 9.04 
11.77 4.67 , 3.71 9.66 2.17 13.62 4.38 





* Difference is second category less first, 


same decile plane as its own neurotic 
triad.” The discrepancy between Pt and 
Se is also important for the Pp curve. 
For instance, on the Pn S curve, which 
most nearly approximates the Pp curve, 
Pt and Sc are nearly equal. On the Pp 
curve, however, Sc is often found as 
much as one standard deviation above 
Pt. In distinguishing between a Pn S 


2. The Pd subtest itself refers primarily to 
the amoral or asocial psychopath. The psycho- 
pathic personality group considered here is more 
heterogeneous, and for that reason it is noted as 
Pp. Nevertheless, the Pd subtest has discrimi- 
natory value for the broader grouping, as shown 
by the above curve. 


giving negative values in certain cases. 


sonality. The high Pd score would ap- 
pear to be the important sign in this 
type of curve. 

The mean differences among the 
psychoneurotic groups, and the psycho- 
pathic personality group, as well as the 
critical ratios, will be found in tables 2, 
3, 4, and 5. 

Figure 3 shows the normal, the basic 
psychotic, and two special psychotic 
curves. Here the pattern of the basic 
psychotic curve differs from both the 
normal, and the psychoneurotic curve 
already described. It can be described 
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TaBLe 3. Comparison of psychoneurosis mild (Pn M) with psychoneurosis moderate (Pn Mod), 
psychopathic personality (Pp), psychoneurosis Severe (Pn S), all psychotics (Psy), psychosis 
with paranoid features (Psy with Pa), and psychosis with schizoid features (Psy with Sc), show- 
ing mean differences and critical ratios of the T-scores* 








Pn M-Pn PnM-Psy PnM-Psy 
Mod Pn M-Pp PnuM-PnS PnM-Psy with Pa with Sc 


D €R D CR D CR D CR D CR 











.80 2.23 1.49 3.42 3.36 2.16 1.57 0.35 0.61 
118 —0.90 044 —2.54 1.42 0.12 0.05 1.10 0.43 
16.43 6.25 12.00 5.28 13.68 3.67 16.08 4.17 

14.45 2.96 18.08 5.01 11.05 2.38 7.05 1.46 

19.63 489 29.79 913 12.93 3.15 14.48 2.73 

9.58 2.87 10.83 3.52 6.31 1.94 3.40 0.93 

20.91 5.70 14.16 432 11.29 3.54 11.38 3.05 

5.43 2.40 7.83 3.98 5.86 2.17 2.36 0.84 

11.85 2.49 13.16 345 1489 3.55 21.75 4281 

12.05 253 25.02 7.12 1467 3.47 14.98 2.90 

26.51 4.98 29.39 789 19.40 4.27 19.49 3.84 

6.63 1.61 7.50 2.23 8.57 2.08 5.39 1.08 





* Difference is second category less first, giving negative values in certain cases. 


t 
as a diphasic curve with approximately — tests, and lower on the Sc subtest. The 
co-equal peaks. The neurotic triad is basic psychotic curve does not show the 
lower than in the Pn S curve, slightly same changes in accentuation from one 
lower than in the Pp curve, and higher category to the other, as does the basic 


in Pn M and Pn Mod. The psychotic psychoneurotic curve. In the Pn curve 
phase is higher than in Pn M and Pn certain groups of subtests changed ac- 
Mod, lower than in Pn S,and compared cording to the diagnostic category, 
to Pp, is higher on the Pa and Pt sub- whereas on the psychotic curve the 
TaBLe 4. Comparison of psychoneurosis moderate (Pn Mod) with psychopathic per- 
sonality (Pp), psychoneurosis severe (Pn S), all psychotics (Psy), psychosis with 


paranoid features (Psy with Pa), and psychosis with schizoid features (Psy with Sc), 
showing mean differences and critical ratios of the T-scores* 








Pn Mod-Psy Pn Mod-Psy 
Pn Mod-Pp PnMod-PnS PnMod-Psy with Pa with Sc 


CR D D CR D CR CR 








1.14 2.97 2.66 171 118 —0.10 0.43 ' 1.40 
0.62 —0.48 2.18 1.13 3.06 1.41 16 0.53 
5.07 9.04 3. 10.72 3.60 13.12 3.39 ' 2.54 
2.77 16.06 4. 9.93 2.19 5.83 1.23 ? 1.62 
3.52 2400 7. 7.14 1.78 8.69 1.66 . 1.66 
1.85 7.05 2. 2.53 083 —0.38 0.11 10 0.03 
5.37 11.58 3. 8.71 3.02 8.80 2.56 } 2.68 
1.44 6.03 4.06 1.39 0.56 0.18 —0.40 0.13 
3.27 14.95 16.68 475 23.54 6.04 18.54 3.71 
1.55 20.14 6. 9.79 2.40 10.10 2.00 12.29 3.70 
462 27.02 7. 17.03 3.85 17.12 3.45 18.91 4.64 
0.16 1.37. 0. 2.44 0.76 —0.74 0.17 3.22 1.13 





* Difference is second category less first, giving negative values in certain cases. 
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Fic. 3. T-score profiles of the psychotic, psychotic with paranoid features, psychotic 


with schizoid features, and normal groups. 


basic pattern remains the same, but 
changes occur on individual subtests.* 
For example, on psychotics with para- 
noid features the Pa subtest is elevated, 
and on psychotics with schizoid fea- 


3. Ruesch(15) used the multiphasic in a way 
designed to emphasize the inter-relationships of 
subtests. He evolved three scores: (a) neurotic 
(sum of Hs, D, and Hy); (b) psychotic (sum 
of Pa, Pt, and Sc); and (c) psychopathic (the 
Pd score taken singly). These three indices, 
rather than individual subtest scores, were used 
in personality evaluation of cases of head injury. 
In the present study an analysis was made of the 


tures both the Pt and Sc subtests are 
slightly raised. There does not seem to 
be any gross elevation on the vertical 
axis corresponding to the severity of 
the psychosis. The essential diagnostic 


Nt score (neurotic triad, or mean of Hs, D, and 
Hy). The Nt score was found to be less dis- 
criminatory than the D score taken alone (see 
Schmidt, 17, p 128, for additional evidence on 
the D score), and the Nt score tended to ob- 
literate important signs when used im place of 
the three separate scores. However, the Nt 
score did give a satisfactory rough index of 
neuroticism. 
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Taste 5. Comparison of psychopathic personality (Pp)with psychoneurosis severe 

(Pn S), all psychotics (Psy), psychosis with paranoid features (Psy with Pa), and 

psychosis with schizoid features (Psy with Sc), showing the mean differences and 
critical ratios of the T-scores* 

















Pp-PnS Pp-Psy Pp-Psywith Pa Pp-Psy with Sc 

D CR D CR D CR D CR 

Did ermcaloraciilling 1.19 0.63 —0.07 0.03 —1.88 1.20 —2.48 1.68 
a. eso cae —144 0.91 i222. G55 2.10 0.86 0.20 8=.:0.08 
OEP ae —4.43 1.88 —275 0.91 —0.35 0.09 —4.05 1.08 
ac weeere 3.43 0.84 —3.30 0.65 —740 1.41 —5.72 1.11 
ee > Pee 10.16 3.10 —6.70 1.48 —5.15 0.92 —6.08 1.19 
Bee Pree 1.25 0.44 —3.27 1.31 —6.18 2.06 —5.70 1.61 
. Sees —6.75 ° 2.04 —9.61 2.99 —9.53 2.53 —8.46 2.14 
ere 2.10 1.00 0.43 =: 0.16 —3.07 1.07 —4.03 1.40 
BR Sid olan 1.31 0.32 3.04 0.69 990 2.11 490 0.87 
See eae 12.97 2.54 2.62 0.56 2.93 0.53 5.12 1.26 
rir 2.88 0.56 —7.11 1.24 —7.02 1.14 —5.23 0.96 
ae 0.87 0.27 1.94 0.49 —1.24 0.26 2.72 0.74 





* Difference is second category less first, giving negative values in certain cases. 


aids are the two approximately co-equal 
peaks of moderate elevation (from 75- 
85 T-score points). Figures 4 and 5 
show comparisons between two di- 
chotomies of the psychotic group: (a) 
psychotics with paranoid features vs. 
psychotics with no paranoid features, 
and (b) psychotics with schizoid fea- 
tures vs. psychotics with no schizoid 
features. These curves emphasize the 
relationship of specific subtests within 
the framework of the basic pattern. 
The mean differences, and critical 
ratios, of the subtest scores are found 


in tables 2, 3, 4, 5, 6, 7, and 8. 


SPECIAL CONSIDERATIONS 


In addition to the above patterns, the 
inventory was also found to be useful 
in furnishing diagnostic aids in less 
frequently encountered clinical groups. 
Unfortunately, there were not enough 
of these cases to justify statistical treat- 
ment. Patients complaining of cephal- 
algia and migrainous headaches gave a 
characteristic pattern on the inventory. 
The pattern was the basic psychoneu- 


rotic one, with closest similarity to Pn 
Mod, although with slightly greater 
over-all elevation. The distinguishing 
feature was the “depressive valley’’ in 
the neurotic triad. Both Hs and Hy 
were higher than D in most of the 
TABLE 6. Comparison of psychoneurosis severe 
(Pn S) with all psychotics (Psy), psychosis 
with paranoid features (Psy with Pa), and 
psychosis with schizoid features (Psy with Sc), 


showing the mean differences and critical ratios 
of the T-scores* 














Pn S-Psy Pn S-Psy 

Pn S-Psy with Pa with Sc 

Dp €& D CR a GR 
he Re —1.26 0.75 —3.07 2.74 —3.67 3.70 
eS 2.66 1.35 3.54 1.60 1.64 0.73 
Weclcaine 1.68 0.78 4.08 1.11 0.38 0.11 
Hs_ ....—6.73 1.76 —10.83 2.66 —9.15 2.32 
D_....—16.86 4.36 —15.31 299 —16.24 3.58 
Hy ... —4.52 2.11 -—7432.75 —6.95 2.12 
Pd .... —2.87 104 —2.78 083 —1.71 0.48 
Mf ... —1.97 0.60 —5.47 205 —6.43 2441 
Pa .... WeGa 8.59 2.30 3.69 0.76 
Pt ....—10.35 3.03 —10.04 2.21 —7.85 3.18 
Se .... —9.99 2.33 —9.90 2.04 —8.11 2.07 
Ma ... 1.07 0.34 —2.11 0.50 1.85 0.66 





* Difference is second category less first, giv- 
ing negative values in certain cases. 
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Fic. 4. T-score profiles of the psychotic with paranoid features, and psychotic with 


no paranoid features groups. 


cases, an unusual and “out-of-pattern” 
relationship. The respective means 
were Hs-81, D-74, and Hy-81. In 
a few of the cases either Hs or Hy was 
found above D, without the D-valley. 
This appears to be a reliable modifica- 
tion of the pattern.* 


_4. It may be debated whether the clinical en- 
tity of migraine can be compared, on the same 
level, to psychoneurosis proper. In the present 
material so much clinical evidence of psycho- 
somatic mechanisms was found in the majority 
of cases that their validity, as superimposed on 
the organic pattern of migraine, can hardly be 
denied. It seems that because a ready-made 
pattern, such as migraine, is, in a given case, 
dispositionally available, the resulting psycho- 


neurosis (or as it may be called, “psychosomato- 
neurosis”) turns out to be “successful.” By this ~ 
it is meant that the neurosis is accepted without 
undue friction or resentment, and without the 
feelings of unpleasantness or depression found in 


other neuroses. These feelings of subjective 
distress are primarily reflected in the D score._ 
On the other hand, psychoneuroses proper, as 
encountered in this study, were mostly of the 
depression-anxiety type, in a state of flux, ten- 
tatively devised in an acute emergency situation. 
These patients, even when they produce hysteri- 
cal symptoms, rarely show the “belle indiffer- 
ence” which sometimes characterizes well-estab- 
lished conversion hysterias, particularly in 
peacetime experience. The latter would proba- 
bly show the D-valley of these cases of 
cephalalgia and migraine, in contradistinction 
to the type characterized by a high D score, 
which might properly be termed anxiety hys- 
teria, in the Freudian sense. 
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TABLE 7. Comparison of psychosis with para- 

noid features (Psy with Pa) with psychosis 

with no paranoid features (Psy with no Pa), 

showing mean difference and critical ratio of 
the T-scores* 








Psy with-Psy with 
Pa no Pa 








3.61 
0.11 
0.25 
1.13 





* Difference is second category less first, giv- 
ing negative values in certain cases. 


The inventory was not found to be 
useful in cases of sexual deviation. 
Quite often profiles revealed high Mf 
scores with no discoverable clinical evi- 
dence of deviation, and the known 
homosexuals rarely attained a signifi- 
cant Mf score on the inventory.’ This 
raises again the possibility of homo- 
sexuality as divorced from a feminiza- 
tion of personality, and a feminine in- 
terest pattern with normality of sex 
behavior.” 

It is not the purpose of this paper to 
discuss prognostic values of the inven- 
tory. However, R. E. Harris, at the 
Langley Porter Clinic in San Fran- 
cisco, has accumulated data defining 


5. Hathaway has discussed four groups who 
encounter difficulty in homosexual behavior (13, 
p. 202). The Mf subtest is designed to discover 
only one of these four types, the invert. How- 
ever, even the markedly effeminate types in this 
study secured normal Mf scores. The Mf scale 
is also the most easily falsified, according to 
Hathaway (personal communication), and it is 
possible that these persons gave erroneous re- 
sponses on the inventory. 

6. Harmon and Wiener have reported a 
similar finding with the Mf scale (8, p. 134). 


prognostic indices and patterns (un- 
published studies). It is of course ob- 
vious that diagnostic patterns offer 
some evidence for immediate prognosis, 
according to what is known about the 
onset, development, and progress of the 
various diagnostic entities. Harris has 
also found the multiphasic useful in 
predicting response to psychotherapy 
and shock treatment. There is a possi- 
bility that the greatest validity of the 
multiphasic, when determined by ex- 
ternal criteria, will be in terms of prog- 
nostic categories, rather than diagnostic 
ones. There is probably more una- 
nimity among psychiatrists on the 
evaluation of recovery and improve- 
ment than there is on the differential 
diagnosis of particular cases, thus pro- 
viding better-defined and more uniform 
criteria against which to work out mul- 
tiphasic patterns. 

Military, psychiatrists and psycholo- 
gists meet with cases of exaggeration 
and malingering to a much greater ex- 
TaBLe 8. Comparison of psychosis with schizoid 
features (Psy with Sc) with psychosis with no 
schizoid features (Psy with no Sc), showin; 


mean differences and critical ratios of the 
T-scores* 








Psy with-Psy with 
Se no Sc 








—1.38 

3.03 
—2.79 

7.02 
—4.58 
—5.50 
—4.87 
—1.68 





* Difference is second category less first, giv- ~ 
ing negative values in certain cases. : 
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tent than in civilian practice, and the 
detection of this kind of behavior is of 
prime importance in the military situa- 
tion. The multiphasic is useful in pro- 
viding clues for the discovery of this 
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atypicality of the curve. In others evi- 
dence was obtained which led to a dis- 
counting of the patient’s expressed 
symptoms. One certainly cannot prove 
malingering with the inventory, but it 
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Fic. 5. T-score profiles of the psychotic with schizoid features, and psychotic with 


no schizoid features groups. 


ype of behavior. If there is a contra- 
liction between the clinical pattern of 
omplaints and behavior, and the mul- 
iphasic pattern, the discrepancy should 
e investigated. Several cases of this 
ype were found in which the unique 
lynamics involved accounted for the 


is useful in re-evaluating the declared 
symptoms of patients given to exag- 
geration and distortion. A similar sit- 
uation is that in which the multiphasic 
pattern indicates a condition more 
severe than the psychiatric picture. In 
these cases it is sometimes found that 
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the patient has sought to impress the 
examiner with the severity of his symp- 
toms, or to sort the cards as he thinks a 
person with his degree of disability 
should. The cards that are incorporated 
in such a sorting seem to show up in the 
scoring plates for Hs, D, Hy, Sc, and 
especially Pt, and as a result we obtain 
greatly elevated peaks, with persever- 
ance of the basic pscyhoneurotic pat- 
tern. The existence of such a curve 
rarely delineates a condition of com- 
mensurate severity, but it does tell 
something of the attitude of the patient 
who finds it necessary to try to impress 
the examiner in this way. Such patients 
have usually been difficult to treat, and 
have resisted any improvement while in 
the military environment. 

The inventory is often criticized 
when a delimited clinical symptom, 
such as a conversion hysteria or para- 
noia, is not reflected on the appropriate 
scale. Those who criticize then proceed 
to “explain” this failure by pointing 
out that a minutely focused hysteria is 
not sufficiently diffused throughout the 
personality to affect a global Hy score, 
or that a tenaciously held, circum- 
scribed delusion, with little psychic ir- 
radiation, would not be expected to be 
picked up by the Pa subtest, as would a 
multiple paranoid system. This is an 
erroneous approach to the inventory, 
which should be made clear to anyone 
who uses the instrument. It will be re- 


called that the procedure used in devis- 


ing and validating the test was essen- 
tially an empirical one. The scoring 
plates were constructed on the basis of 
item analysis of the responses of known 
clinical groups. There were no precon- 
ceptions about the meanings of any par- 
ticular cards or questions. In a sense, 
the scoring plates represent operational 
definitions of the clinical categories. By 


« 


training and experience most clinicians 
are more interested in the pathological 
indices, both manifest and latent, of the 
major clinical syndromes. The Minne- 
sota inventory, having no professional 
bias such as this, includes “‘normal” as 
well as pathological indices in its evalua- 
tion of a patient’s behavior (consider- 
ing the test as a sample of a patient's 
behavior). For example, if a psy- 
chiatrist were to examine independently 
the various items comprising the Hy 
scale he would find many which are ir- 
relevant to the typical conception of 
hysteria, and which would not, ordi- 
narily, be thought of as having any 
relationship to an hysterical condition. 
Yet the multiphasic shows that these 
items are an integral part of the total 
evaluation. These items can be con- 
sidered as a subcluster of normal traits 
which are found in conjunction with 
the pathological traits utilized by clini- 
cians in diagnosis. A useful analogy is 
that of an iceberg whose visible portion 
represents the entity as seen by the psy- 
chiatrist, but beneath the surface is a 
unique cluster of normal traits provid- 
ing the basis for the pathological emer- 
gence. This idea is current in psycho- 
somatic medicine, where it has been 
found that certain personality types 


within the normal range, usually de- — 
velop certain psychosomatic disabilities 7 
(such as peptic ulcer, etc.) when they © 
do become sick. On the multiphasic we — 
find that a certain clustering of “nor- © 
mal” personality traits is predisposing — 
development of particular © 
neuropsychiatric illnesses. For instance, ~ 
includes — 


for the 


the paranoia scoring key 


roughly 25 clinical items, and 13 sub — 
clinical items; the Hy scoring key com: © 
prises 23 clinical items, and 35 sub-~ 
clinical items. Following this, even it © 
cases where the pathological symp ~ 
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tomatology is restricted and delimited, 
the multiphasic will detect it to the ex- 
tent that it is based upon the typical 
subcluster of normal personality traits. 
The understanding of this phenomenon 
is of especial value in military practice, 

Yas in a case where a patient deliberately 
develops or describes a symptom or 
syndrome. In these cases the discrep- 
ancy between the verbal picture and the 
multiphasic findings aids us in more 
adequately assessing the patient’s prob- 
Fiems, and the dynamics leading to a dis- 
agreement between symptoms and per- 
Ysonality. The 550 questions included 
Win the inventory of course do not ex- 
aust the traits that make up the differ- 
ent personality patterns predisposed to 
arious psychiatric conditions, but they 
“rertainly provide a broader basis of un- 
“Werstanding in this respect than is en- 
ountered in a delimited psychiatric 
onception of clinical entities—de- 
imited, that is, to pathological traits. 
his is an area holding great promise 
or future research. 

The validating scores (?, L, and F), 
Iso produce a differential effect on the 
linical scores. The effect of a high ? 

ore seems to be a general lowering of 

e entire curve, without much distor- 
on of pattern. The high F score 
resents an interesting effect. Certain 
uestions are included in the scoring 
eys of the clinical scales, as well as in 

e F scale. The extent of this overlap 
etween the F scale, and the clinical 

ales, is as follows: Hs-1; D-2; Hy-1; 

d-5; Mf-2; Pa-9; Pt-1; Sc-13; Ma-l. 

his gives an idea of the differential 
tect of a high F score. The main dis- 

)rtion will appear in the Sc score, next 

the Pa score, and so on. In practice 

has been feasible to devalue the Pa 
hd Se scores in profiles with a very 


















high F score (over 16 raw _ score 
points) ; this should not be done on the 
Pd subtest, however, as it will be re- 
membered that the high F score was 
one of the distinguishing signs for the 
Pp curve. The effect of the high L 
score was not investigated in this 
study.’ 
CAUTIONS 


As is the case with all psychological 
tests, the Minnesota inventory must be 
used with the caution and prudence de- 
manded of good clinical practice. Blind 
diagnoses, selection of subtest scores to 
meet preconceptions, and the inference 
of dynamics or trends on the basis of 
infinitesimal T-score variations are pit- 
falls which can be easily avoided. There 
are other points which should be 
stressed. 

In the first place, the final interpreta- 
tion of the findings should rest with the 
psychiatrist or psychologist who is most 
intimately acquainted with the patient, 
and who is actually in charge of the 
case. What appear to be discrepancies, 
or pathognomonic signs, within the 
frame of reference of the examiner un- 
aware of the peculiar circumstances of 
the case, are often shown to be recon- 
cilable within the personality structure 
of the patient when well understood. 
The test signs in these cases serve to 
emphasize and objectify the deviations. 
The final usefulness of the test is the 
extent to which its findings can be fitted 
into an integrated and meaningful pic- 
ture of the patient and his maladjust- 
ment, and which can be utilized by the 
therapist in a positive and constructive 
manner. 


7. Abramson(7) found that even moderate in- 
creases in the L-score were significant in the 
selection of specialized military personnel. Per- 
sons with elevated L-scores tended to over- 
conventionalize their positions, and in certain 
cases showed lack of adaptability. 


% 
~ 
= 
- 
- 
- 


Pon tee 





36 HARRISON G. GOUGH 


As has been stressed above, subtest 
scores should not ordinarily be consid- 
ered uniquely. It has not been possible, 
for example, to infer dynamics or 
trends from small variations on the 
separate scales, especially within the 
40-60 range. No particular significance 
should be attached to a T-score of 58, 
if other scores range from 48-53, etc. 
Some patients score high on Sc, but 
here again this should not necessarily 
be interpreted as a schizoid trend. The 
highest Sc scores in this study were 
drawn from the Pn S group, and from 
a small group who seemed to be exag- 
gerating their symptoms. 

Super, in a recent discussion of 
Strong’s Vocational Interest Scales, 
made the following statement : 

.... Strong noticed that his scoring keys 
for group differences are generally based on 
a relatively small proportion of the total 
number of items in his inventory, which in 
turn led to the finding that the likes of per- 


sons in various categories are rather highly 
correlated (18, p. 367). 


The scoring keys for the multiphasic 
are also generally based on a small num- 
ber of the total items in the inventory. 
At the present time some 351 items are 
incorporated in one or more scoring 
keys, and 199 items do not affect scor- 
ing in any way. It is questionable 
whether or not these 199 cards should 
be deleted in order to save time in ad- 
ministering and scoring the test, as is 
sometimes done. All of the questions 
contribute towards the context, or the 
“question-environment,” about which 
the test was standardized. The influence 
of these 199 questions on a subject’s 
responses to the 351 scored items is an 
unknown, but important, factor, and 
until we know something of the effects 
of this interaction we have no accurate 
idea of the validity of the norms when 


the test is shortened in this way. Also, 
as new scoring keys are developed it is 
possible that some of these 199 items 
will be included in the new keys. Never- 
theless, the fact that so many items 
were found to be non-discriminatory 
for the clinical groups included in the 
test to date, indicates again the similar- 
ity of attitudes and interests in even the 
neurotic and psychotic groups. 

Although the Minnesota inventory 
is generally applicable to all adult 
groups, difficulty was experienced in 
using it with mental defectives, and 
persons of dull or borderline capacity. 
A subject who cannot read is not able 
to sort the cards alone; satisfactory re- 
sults have been obtained in these cases 
by having an assistant read the ques- 
tions to the patient. There are quite a 
few negative statements in the inven- 
tory, and the mentally retarded have 
had great difficulty in making positive 
sortings of these questions. One must 
be sure that such persons have under- 
stood a sufficient number of these nega- 
tive statements to lend validity to the 
scoring. The presence of these some- 
what confusing questions is a definite 
drawback to the use of the inventory 
with retarded groups." 


SUMMARY 


An analysis of the Minnesota Multi- | : 
phasic Personality Inventory records | 7 
of 136 clinical cases was made. These | — 
cases included 12 psychoneurosis mild, | 
24 psychoneurosis moderate, 21 psy- | | 


8. The question might arise concerning the 


effect of temporary disability on the validity | 4 


and reliability of the inventory, as opposed t 
the permanent handicap of the mentally deficient 
Abramson has treated one aspect of this prob- 
lem in a test-retest experiment using sober ané 
inebriated subjects. He found that an ir 
dividual’s pattern was the same under the tw: 
conditions, but showed a lowering on the ver- 
tical axis when the subject was under the influ- 
ence of alcohol at the time of testing (6). 
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chopathic personalities, 57 psychoneu- 
rosis severe, and 22 psychosis. These 
groups were then compared to each 
other, and to a normal group of 27 
cases, in terms of mean differences, 
using the critical ratio as a measure of 
significance. A basic psychoneurotic 
curve was described, consisting of un- 
equal peaks, with the neurotic triad 
(Hs, D, and Hy) being higher than the 
psychotic phase (Pa, Pt, and Sc). The 
modifications of this basic pattern in 
the psychoneurotic subgroups were 
pointed out, and the statistical signifi- 
cance of the differences embodied in 
these modifications was demonstrated. 

The basic psychotic curve was found 
to have approximately co-equal peaks 
of moderate elevation (75-85 T-score 
points). Two psychotic subgroups 
showed variations of specific subtest 
scores, but did not show gross differ- 
ences Of position on the vertical axis 
corresponding to the severity of the 
psychiatric condition, as did the psy- 
choneurotic subgroups. 

The inventory was also found to re- 
veal special aids for differential diag- 
nosis, for the detection of exaggeration 
and malingering, and for the identi- 
fication of lesser clinical entities, but 
was found to be of little value in de- 
tecting sexual deviates. Certain cau- 
tions pertaining to the use of the inven- 
tory were discussed. 
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THE DISCRIMINATORY VALUE OF A TEST PATTERN IN THE 
HIGH GRADE FAMILIAL DEFECTIVE* 


SEYMOUR B. SARASON, PH.D. AND ESTHER KROOP SARASON, M.A. 
Southbury Training School, Southbury, Connecticut 


The present study is concerned with 
the heterogeneity in personality adjust- 
ment in an otherwise _ etiologically 
homogeneous group: the high grade, 
familial, or “‘garden variety’ mental 
defective. The purpose of this study is 
‘o determine whether psychological 
tests can differentiate between those 
whose adjustment is relatively good or 
bad. In the course of obtaining the 
data the writers gained the impression 
that there were individuals in the group 
whose test performance was similar to 
that of those with a known cerebral 
pathology. The verification of this 
clinical impression, having as it does a 
bearing on the original purpose of this 


study, became an integral part of the in- 
vestigation. 


PROCEDURE 


Subjects. The following criteria 
were used in the selection of subjects: 

1. The neurological examination 
was negative. 

2. Only those cases were chosen 
where more than one child in the family 
was in the institution. All such mem- 
bers of a given family were included in 
the study except where the child was 
below the chronological age of 10 years 
or where testing was impossible for 
reasons beyond the writers’ control. 

3. All members of a given family 
had to have a similar degree of mental 
defect. Although two siblings might 
differ by as much as 30 IQ points, they 


* The writers wish to thank Herman Yannet, 
Medical Director of the Southbury Training 
School, for his helpful suggestions regarding 
this study. 


were included in the study if one was 
clearly mentally defective and the other 
was in the borderline ranges. In the 
present study only two families showed 
IQ differences of more than 25 points 
from the sibling with the lowest to the 
one with the highest Binet quotient. 
The average difference was 17 quotient 
points. 

The application of these criteria re- 
sulted in a group of 40 cases distributed 
according to families as follows: | 
family with 7 cases, 1 family with 6 
cases, 1 family with 3 cases, 10 families 
with 2 cases, 4 families with 1 case.’ 

Tests. Each child was given the 1937 
revision of the Stanford-Binet (L), the 
Arthur performance scale, the Ror- 
schach, and an electroencephalographic 
examination. Institutional records wer: 
also studied. 

Method of Analysis. The Binet and 
Arthur performance scales are each 
composed of subtests which measur 
very different aspects of functioning 
In the Arthur scale one has such differ- 
ent tests as the Seguin formboard an‘ 
the Kohs designs, the former a test 0! 
manipulative speed and the latter a nor- 
verbal test of conceptual thinking. |: 
is by no means unusual for an individ- 
ual’s score on the Seguin to be a good 
deal higher than on the Kohs. Th: 
same conclusion holds for other tests 
in the Arthur Scale, for example, the 
Casuist formboard and the Porteu 


1. Each of the remaining institutional mem ~ 
bers of these 4 families fulfilled the first cr — 
terion so that their absence from this study " 
no way introduces a selective factor. 
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mazes. These discrepancies are ob- 
scured and not reflected in the final 
quotient. The fact that an individual’s 
performance quotient is above that of 
the Binet may obscure the fact that the 
individual did poorly on the tests re- 
quiring conceptual thinking and plan- 
ning, while doing relatively better on 
tests measuring speed of manipulation. 
When an_ individual’s performance 
quotient is below that of the Binet, the 
same discrepancy between subtests may 
well obtain. In terms of diagnosis, dis- 
crepancies within a test may be as im- 
portant as discrepancies between tests. 

The importance of inter- and intra- 
test analysis, especially in regards to the 
Arthur and Binet scales, becomes more 
meaningful when viewed in the light of 
the literature on the determination of 
central nervous system pathology by 
psychological tests. It is beyond the 
scope of this paper to give a compre- 
hensive survey of the field. It will suf- 
fice to present the test features which 
have been found to be characteristic of 
individuals with cerebral pathology. It 
should be noted that cases with brain 
pathology can be divided into two 
groups: those whose brain damage has 
occurred at or before birth, and those 
whose brain damage has occurred after 
birth. In terms of psychological tests, 
both groups show many similarities. 
Each of the test features to be dis- 
cussed has been found to be characteris- 
tic of both groups. 

1. Visual-motor coordination. Bender (4) 
in her study of a group of. post-encephalitic 
children makes specific note of their inability 
to copy a diamond, a test which is at the 7 
year level on the Binet. She also mentions 
their difficulty with copying designs from 
memory, a test which is at the 9 and 11 year 
levels on the Binet. Applying her own 
visual-motor gestalt test, involving repro- 
duction of designs, in cases of sensory 





aphasia and dementia paralytica, Bender (3) 
has shown that visual-motor coordination is 
severely impaired. Lord (11) has shown in 
her study of cerebral palsy that such cases 
have difficulty in “reproducing the direction 
of lines” as required in drawing a diamond 
or square. 

2. Abstraction. Goldstein(8) in his work 
with brain damaged patients has demon- 
strated that such individuals suffer from an 
inability to abstract or conceptualize. One 
of the tests used by Goldstein was a modi- 
fied version of the Kohs block designs which 
are a subtest in the Arthur scale. Wechsler 
(14) has pointed out in regards to cases 
with “organic brain disease” that “most 
diagnostic is their inability to do the Block 
Design test. . .” 

3. Verbalization. It has been observed by 
many investigators that the vocabulary level 
of the brain-injured tends to be higher than 
other spheres of functioning. Lord in her 
study of children with cerebral palsy has 
pointed out that in cases where the tests re- 
vealed irregularities in mental function “the 
child may show an adequate, even advanced, 
vocabulary for his age... .” Wechsler (14) 
has shown that brain injured cases do better 
on verbal than on non-verbal tests. The 
Binet lends itself fairly well to the measure- 
ment of word knowledge since it contains a 
well known vocabulary test in addition to 
items requiring the definition of abstract 
words. 


It is apparent from the above that the 
Binet and Arthur scales contain sub- 
tests which in some way have been 
found to be characteristic of brain pa- 
thology. This fact emphasizes the im- 
portance of utilizing the obtained quo- 
tients with caution and the necessity of 
an intra- and inter-test analysis. 

On the basis of the researches previ- 
ously mentioned, and the writers’ clin- 
ical observations, certain Binet items 
were selected for study. The original 
list of items was larger than the final 
one because a preliminary analysis 
quickly ruled out some of the items as 
being non-discriminatory. The items 
finally selected were: 
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1. Drawing of a diamond. An individual 
was noted as either passing (P) or failing 
(F) the test which appears at the 7 year 
level. 

2. Memory for designs. If the individual 
successfully reproduced the two designs, he 
was given a score of 2; if only one design 
was passed, he was given a score of 1; if 
none was passed, he was given a score of 0. 

3. Vocabulary. The number of vocabu- 
lary words correctly defined was used as 
the individual’s score. 

4. Abstract words. The definition of ab- 
stract words appears at the 11, 12, and 14 
year levels. The number of abstract words 
correctly defined was used as the score. 

5. Paper cutting. This test appears at 
the 9, 13, and Superior Adult III levels. If 
the individual passed all three designs he 
was given a score of 3, if two were passed 
a score of 2, if one was passed a score of 1, 
and if none was passed a score of 0. 

6. Verbal absurdities. This type of test 
appears at the 8, 9, 11, and 12 year levels. 
The number of specific absurdities solved, 
regardless of age level, was considered the 
individual’s score. For example, if the in- 
dividual passed two absurdities at 8 years, 
one at 9 years, and failed all at other levels 
he was given a score of 3 even though he 
receives no credit for the test at any of the 
levels. 

7. Similarities and similarities and differ- 
ences. This type of test appears at 7, 8, 11, 
and Superior Adult I levels. Scoring was 
the same as for verbal absurdities. 


The scoring of the subtests in the 
Arthur scales was done in accordance 
with the point score method given in 
Arthur’s manual(1). The Rorschach 
scoring follows the directions given by 
Klopfer and Kelley(9). 

Since the Kohs block designs had 
been used as an indicator of cerebral 
pathology, it was decided to divide the 
cases on the basis of the relationship 
between Kohs and Binet mental ages. 
Those individuals whose mental age on 
the Kohs was at least 18 months beyond 
the Binet M.A. were put in one group; 
those whose mental age on the Kohs 


was at least 18 months below the Binet 
were put into a second group; and the 
remainder were put in a third group. 
The present study concerns itself with 
the first two groups. The following 
gives some introductory data: 


Aver. 


No. in Aver. Binet 


Group C.A., M.A. 


1. Kohs above Binet 11 17.2 yrs. 9.3 yrs. 
2. Kohs below Binet 16 19.2 yrs. 9 yrs. 


There is no significant, statistical dif- 
ference between the two groups in 
terms of chronological or mental age, 
although group 2 tends to be slightly 
older in age. 


RESULTS AND DISCUSSION 


Binet and Arthur Performance 
Scale. The results of these tests for the 
two groups are presented in Tables | 
and 2. The t-test for the significance 
of a difference between small samples 
was applied(10). The values of t and the 
corresponding levels of significance are 
given in Table 3. The drawing of a 
diamond item, having a narrow range 
of possible scores (pass or fail), was 
qualitatively analyzed. It is evident 
that there is a clear group difference on 
this test of visual-motor coordination. 
No individual in Kohs-above-Binet 
group failed to draw the diamond suc- 
cessfully, while six fail it in the other 
group. It should be noted that failure 
to draw the diamond is not necessarily 
related to a low mental age: four of the 
six who failed having Binet mental 
ages above the level of difficulty of the 
test. 

An analysis of Table 3 reveals that 
on the Binet the two groups differ 
significantly on the following items: 
memory for designs, paper cutting, and 
definition of abstract words. The level 








ee ' 
i oe oe | - > — ACRES EE ORE TN ENRON RRS a IE Maen wees = -~ Sietmenenati at ”" : aenaipimaigiane 











41 


“AJLUey B spUasaidas ULUNOD Sy} UL 199339] YOY » 











7 $7 cre S8'b 19'p L£o9 I0'r gos 9e9 $9°9 c £06) =e Srl s ues 
= 
} 86'2 O1'Z £9 cs'9 rl'8 8b +9°9 IT 6 . Il ¢ Z d O 9 -SI 8 -ZI 
& Oro 68°¢ ss €z's 8b'r SS'b 89°Z 6 Ol b II Z I d d 0 -8I 2 vil 
PS £29 £97 CCV ZS 9¢°Z 19’¢ Ig’s OL 9 E Lal I e d T I “82 9 -Ol 
bs 62S S09 css £o9 60'S Lor g9°9 6 6 c 8 I é d O 8 -9l 9 -Ol 
a ¢£9 8s°9 cL Lor 8t'b esp 89°2 6 II I Ol Z c d O 9 -SI 0 -OI 
& 0) ee) scl ZS Lov 9¢°Z 67'> 69'S 9 8 9 Or I 0 d I OI-t1 9 -6 
o £9°¢ Iz LZP’S 88°C tl8 fcr Lot £ £ c £ c c d a OI-ST 8 -8 
2} 9¢"¢ L972 see 9g"¢ 82'S 67> 09°S 8 ¢ I 8 I ra d V 6 “ST 8 -8 
2 6ST scl £8"r 6rP cre 92¢ Isr S c 0 £ 0 vA d N 8 “Il 9-L 
< LS'b L9°7 97 b see b1'8 9s'¢ r6'7 0 c 0 9 I I d W IT -tl 01-9 
* ZS 90°T see 88'2 8s°9 A a Ae £ % I Or 0 0 d A OI-£Z 9 -9 
x 

v > 9 = wn : = 2 > 4 = oy = 
e 8s 2 & 5 S 2 = | > leslesles| Slaslas| F N * 
< = = &, 8 =. = S e es. i & $ s |} ss] &s =. : 
Z = : g 9 = | : > |/§S/aS]/ as] * |} eS] 22 = 
= 5 = vw & Na ba “ 2 xz‘ 26 * 
a = = y a) 2 | § > 2) 81 at SS 
z 8 5 S u =. | & > if 5 | = 3 8 
2 7 2. sae 
a = § 
























































Gnost) jaurg-aaogp-syoy 40f DIVE] 9JVIS yuiog Anyjap pun jomgr “| AWVE 




















I'l £9°¢ Ive ses re? I7¢ 6S bthS v6E OT sZe y rs - uray 

Itz SIP ose 8s°9 8Z¢ ely Ol or £ SI I Z d T 8 -0z y -f1 

Vz Z9°¢ Zoe OFZ ese 89'r IT 6 6 IZ vA 0 d d Zz -0¢ 8 -cl 

8s°9 AWA IZ¢ 60°S ree ces 6 Ol 8 ol I Z d xa y -SI 8 “IT 

68'¢ 9¢°¢ Or'z 89 Or'Z 69'S e S ¢ Z I Z d f TI-91 0 -OI 
Z ZS'b his | 8Z'P ele 8o°9 c8'Z eve 6 Z ¢£ IT 0 0 d I IT-ST O1-6 
8 0z'T 98'— fly ssl 162 6e¢ 677 Or L $ el 0 0 A H ZTE 9 -6 
3 a 90'T LVZ fe? 162 871 eel 8 9 £ IT 0 0 A H 0 -62 8-38 
< 66'T a 8Zb 109 82'S 03°— Soe £ 9 £ 6 0 I ad 9 b -ZI 9-8 

; 3 Teggae 8s ttl + 82'S 0 $97 L Z S$ Il 0 0 aA 2) 6 “2 9-8 
nM Z£9°¢ L97 6s'¢ Lov 8h'P soe Lob 9 £ S 8 0 0 d a 0 -SI 0-8 
(e3) 6¢°72 Iz 827 £79 82'S cly LL¢ I 9 Z Z 0 I d a 9 -OI OI-Z 
2 66'T 8s" cZe Loe 9¢°Z £77 097 0 vA $ el 0 0 d d 0 -Iz 8 -Z 
< 80° I— re I— gos bZS 60°S If'p IT Z 9 0 Ol 0 0 d V ¢ -8T 3 “2 
z, I9'— or SZ 66'T 08 £97 ssl S S S Al 0 0 A a I -81 ee 
- 0z'T IlZ bry 8ST 9¢°Z 87 T 09'T I 0 0 Z 0 0 d d IT-Il 9-2 
5 10z— gaa set £o°7 60'S 03'— b0'7 I ¢ 0 S I 0 d V ] “ei IT-9 
= 
nn — es! » ~ bes 
3 sn 4 7 ¢ S 5S e |S lecles|es|s las] af ¢ s x 
“ > os =. % =, = = ° 290 ae 36 3 B = os = F ’ 
“os & 3 3 8 = a Ne > 1} SS) a@-/ aS]. [S31 2% 2 
3 a > o | &e 2 ye Par) ae 
: > : ete iSAl. Bt 24 8b Pi Me 
: E 
























































qnos) jaurg-mojag-syoy 40f vjvq avrg ywiog snyjap pup jauig ‘Zz alavye 


N 
+t 









of significance for each of these items 
is above 5%, the arbitrarily selected 
level of significance. On the Arthur 
scale the groups differ significantly on 
all subtests with the exception of the 
Seguin formboard. It will be observed 
that the Kohs-below-Binet group fails 
on those tests which have been found 
by other investigators to be characteris- 
tic of some form of cerebral pathology. 
The outstanding weakness of this 
group is in the non-verbal sphere. 
When presented with a non-verbal task 
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below-Binet group is unable to function 
adequately. Conversely, where the im- 
mediate stimulus is relatively meaning- 
ful, as in vocabulary, verbal absurdities 
and similarities, this group performs 
more adequately. The above conclu- 
sions apply to the Kohs-below-Binet 
group as a whole and it is necessary, 
therefore, to investigate differences 
within the group. In regards to the 
three items (drawing a _ diamond, 
memory for designs, and paper cut- 
ting) on the Binet which have been 


TaBLe 3. The significance of the differences between the two groups on the Binet 
and Arthur subtests 








Subtest 


Level of significance 





ee ec re 
ND alkick 3s Aeuisie- wes <iveipcs < 
Number of vocabulary words ............ 
Number of abstract words .............. 
Number of verbal absurdities ............ 
Number of similarities .................. 
re. On ee ba eny + hew aie é 
ee es solos oe Veg alse ce ees 
Ricca od cake as ee a adweaenin 
I 9.5550 iss Ge wakioiwes bie seus 
I ME ci Secs vies hasbwkwes 
NM 2G ope. we SSS ewes celaee 
0d 24's ain eh Rade So 


os” ae above 1% level 

.... 3.2600 above 1% level 
a! between 20-30% level 
«ss ae between 2-5% level 
secs SO between 20-30% level 
iat. aa between 70-80% level 
eee between 1-2% level 
ae between 20-30% level 


.... 2,488 between 1-2% level 
oss > eee above 1% level 


waa ee between 2-5% level 
<<s. ao above 1% level 
eas above 1% level 





of visual-motor coordination which 
may involve memory, reproduction or 
conceptualization, this group has in- 
ordinate difficulty. It is not only in re- 
producing a design from a model or 
from memory that this group functions 
poorly but in any visual-motor task re- 
quiring analysis and synthesis. On the 
non-verbal Binet items where the two 
groups differ significantly, the individ- 
ual must abstract and reproduce form 
relationships. This is likewise true of 
the Kohs block designs. In other words, 
where the immediate stimulus is rela- 
tively non-meaningful and the individ- 
ual must abstract meaning from it in 
terms of form relationships, the Kohs- 





considered significant and on which the 
group did most poorly, it is important 
to know how many individuals failed 
one, two, or all of them. Table 4 gives 
such an analysis. The five cases that 
failed all three items in addition to the 
four who failed only memory for de- 
signs and paper cutting contribute most 
to the inter- and intra-group differ- 
ences. Their average scores on most of 
the Arthur subtests are below the scores 
of those in the same group who failed 
only one or none of the three Binet 
items. Qualitatively, their approach to 
the tests was more disorganized; there 
was much evidence of impulsivity ; little 
tendency to learn from past errors; and 
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a marked lack of intellectual persist- 
ence. Their attitude during testing 
characteristically seemed, in contrast to 
the others, to be that of a very de- 
pendent, ineffectual child. 

Rorschach' and Institutional Data. 
The possibility that the obtained group 
differences are the result of emotional 
maladjustment cannot be overlooked. It 
must be kept in mind that the cases in 
this study come from an economically 
and socially underprivileged background 
which was very conducive to personal- 
ity maldevelopment. The fact that 
these cases are institutionalized is more 
an indication of aberrant behavior and 
inadequate supervision than of mental 
retardation, although the two are obvi- 
ously related. It happens more often 
than not that the institutionalized de- 
fective comes to the attention of social 
or educational agencies primarily as a 
behavior problem rather than as a men- 
tal defective. 

Personality data were obtained from 
two sources: the Rorschach and institu- 
tional records. Tables 5 and 6 give the 
Rorschach data for the two groups. 
Although quantitative comparisons for 
certain Rorschach categories are not 
warranted because of the few responses 
in those categories, analysis of these 
tables reveals the following trends 
toward group differences: 

1. Minus responses. No individual in the 
Kohs-above-Binet group gave a response 
which could be scored minus; that is, their 
responses did not contain irrational features. 
Nine individuals in the Kohs-below-Binet 
group gave minus responses. One gave eight 
such responses, one gave six, three gave two, 
and four gave one minus response. 

2. Human movement (M). Only two 
individuals in the Kohs-above-Binet group 
gave human movement responses, while nine 
1. The writers wish to thank Mrs. Ruth 


Wolfson of the Rorschach Institute for check- 
ing the scoring of the Rorschach responses. 
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TaBLe 4. Number of individuals failing the dif- 
ferent combinations of the three selected 
Binet items 











Possible combinations of | Kohs Kohs 
failure on three selected below above 
Binet items Binet Binet 
Failed diamond only ........ 0 0 
Failed diamond and memory 
for designs only .......... 0 0 
Failed diamond and paper cut- 
WG oes ke C2 sus 1 0 
Failed diamond, memory for 
designs, and paper cutting.. 5 0 
Failed memory for designs 
ay Be COUcrey hece tea 2 1 
Failed memory for designs 
and paper cutting only .... 4 1 
Failed paper cutting only .... 1 1 
UE GHEE So dievehad a4 cases 3 8 








gave such responses in the Kohs-below- 
Binet group. 

3. Form responses (F). Both groups gave 
form responses although the Kohs-below- 
Binet group had more on the average than 
the other group. The value of t in this in- 
stance is 2.0733 which is above the 5% leve! 
of significance. 

4. Form-color (FC). Six individuals or 
54.5% of the Kohs-above-Binet groups gave 
FC responses while six or 37.5% of the 
Kohs-below-Binet group had such responses. 

5. Whole (W) and detail (D) responses. 
The Kohs-above-Binet group gave less such 
responses on the average than the other 
group, although the difference cannot be 
considered statistically significant. 

6. Number of responses. The Kohs-above- 
Binet group had on the average fewer 
responses than the other group. The value 
of t in this instance is 2.922 which is well 
above the 5% level of significance. 

7. Rejections. The Kohs-above-Binet 
group tend to reject more cards on the aver- 
age than the other group, although the dif- 
ference is not statistically significant. 


Figure 1 gives the number of individ- 
uals having at least one response in any 
given Rorschach category. 

Although both groups show many 
signs of emotional disturbance, the 
Kohs-above-Binet group seems to be 


Rorschach data for the Kohs-Above-Binet-Group 


TABLE 5. 
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57 


33 


36 


32 


Total 





* There were no inside detail (di) responses in this group. 


the more stable of the two. Their social 
adjustment, which lacks depth, is rela- 
tively better than that of the Kohs-be- 
low-Binet group. Their smaller num- 
ber of responses, frequent rejection of 
cards, in addition to the relative lack of 
spontaneity and imagination should not 
obscure the fact that what they do see 
in the cards is seen with at least aver- 
age form quality and is not marred by 
illogical elements. As a group they 
tend to react conventionally and cauti- 
ously to situations, seemingly over-con- 
trolled emotionally so that their quiet, 
“dull” appearance may easily allow one 
to miscalculate their capacities. In the 
institution they are the “good’’ boys 
and girls who conform to their pro- 
gram quietly but well. Not one of this 
group has ever been in need of other 
than ordinary discipline; all are well 
liked by other patients and employees ; 
and their work records are for the most 
part very good. 

The Kohs-below-Binet cases cannot 
be delineated as clearly in a composite 
picture as the other group. As a group 
they tend to be more introversive, have 
less adequate emotional control, and are 
more irrational. The institutional rec- 
ords of this group are in marked con- 
trast to those with Kohs-above-Binet. 
Not only do they have poor work rec- 
ords but their behavior in many cases 
has necessitated frequent, extraordi- 
nary, disciplinary action. Irregular sex 
behavior, runaway, stealing, laziness, 
extreme childishness, silliness, and in- 
corrigibility are some of the character- 
istics noted in their records. Not only 
are they considered as poor parole pos- 
sibilities but when three of this group 
were paroled they had to be returned 
after a short time to the institution. 

By dividing the Kohs-below-Binet 
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Fic. 1. Number of individuals having at least one response in any given category 
(shaded areas indicate number of cases with minus responses). 


group into those whose Rorschach rec- 
ord contained at least one minus 
response and those whose responses 
were free of irrationalities, the former 
> is found to possess the poorest work 
* records and the most unfavorable 
parole prognoses. In addition, in their 
Binet and Arthur tests they tend to 
show the most marked weakness on 
those items thought to be suggestive of 
either cerebral pathology, emotional 
disturbance or both. Although the 
number of cases is small, there seems to 
be a tendency for failure on two or all 
of the three Binet items (memory for 
designs, paper cutting, drawing a dia- 
mond) to be associated with irrational 
responses on the Rorschach. The six 
cases who failed two or all of the se- 
lected Binet items and who also had 
minus responses on the Rorschach come 


from the group of 9 cases in table 4 
among whom, it was suggested previ- 
ously, the cases of cerebral pathology 
might be found. 

It was hypothecated in a previous 
section that the three selected Binet 
items present tasks “where the im- 
mediate stimulus is relatively non- 
meaningful and the individual must ab- 
stract meaning from it in terms of form 
relationships.” It would seem that with 
the amorphous ink-blots a similar situa- 
tion obtains. The formless blots must 
also be organized so that a recognizable 
configuration results, although visual- 
motor coordination is not a factor as in 
the other tests. However, when the 
subjects were asked to trace their 
Rorschach responses, the Kohs-below- 
Binet group again showed, in contrast 
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to the other group, a marked lack of 
visual-motor skill. 
Electroencephalographic Data." An 
analysis of the EEG data reveals that 
60% of the Kohs-below-Binet group’ 
had some form of abnormal record, 
while 18% of the Kohs-above-Binet 
group had such records. The difference 
between these percentages is statistically 
significant : the chances being 99 in 100 
that the obtained difference is a real 
one. The Gibbs(7) classification was 


used in grouping the records. Table 7 


TasLe 7. Number of individuals in each group 
having a given kind of EEG record 








Kohs Kohs 
above Binet below Binet 
Type of EEG record N N 





Moderately fast ... 
Normal 

Moderately slow .. 
Very slow 





shows the number of individuals in 
each group having a given kind of EEG 
record. These results tend to confirm 
the conclusion that the Kohs-below- 
Binet group contains some cases with 
cerebral pathology. It will be remem- 
bered that in a previous section it was 
stated that the suspected cases of cere- 
bral pathology might be found among 
those in the Kohs-below-Binet group 
who failed two or all of the three se- 
lected Binet items and also gave irra- 
tional responses on the Rorschach. 
Although the number of cases is too 
small to warrant statistical analysis, 
there does seem to be a tendency for 


1. The writers wish to express their apprecia- 
tion and indebtedness to Dr. Margaret Lennox, 
M.D., of the Department of Psychiatry, Yale 
Medical School, for obtaining and interpreting 
the EEG data. 

2. It was impossible to obtain an EEG record 
on one member of this group because she ran 
away from the institution and was not appre- 
hended. 


failure on two or all of the selected 
Binet items to be associated with an 
abnormal EEG record. 

The EEG records furnish us with 
additional evidence for believing that 
the Kohs-below-Binet group contains 
individuals with brain pathology. 
Benda’s(2) study is suggestive in this 
connection. He studied twenty familia! 
cases by post-mortem examination. 
“All those cases were excluded from 
the study where the origin of the men- 
tal deficiency was due to extrinsic fac- 
tors or congenital malformations.” The 
mental ages ranged from four to ten 
years. Because of incomplete informa- 
tion the family trees of only nine cases 
are given and there is little doubt that 
they are familial in the same sense as 
that meant by the writers. In each of 
the nine cases another sibling was in an 
institution for the  feebleminded 
Benda concluded that “the microscopic 
study of the material revealed a large 
number of developmental anomalies in 
the spinal cord and brain.” Although 
Benda gives little behavioral data con- 
cerning these cases, he does note that 
they had “awkward movements” and 
that there was “absence of skill oi 
hands’’—characteristics which were 
most marked with those who failed the 
visual-motor tasks on the Arthur and 
Binet in the present study. Although 
conclusive proof is obviously lacking, it 
is the writers’ impression that there is 
an etiological affinity between Benda’s 
cases, studied on an anatomical level, 
and some of the cases in the Kohs- 
below-Binet group in the present inves- 
tigation, studied on the psychologica’ 
level. 

CONCLUSIONS 


The main conclusion that may be ~ 
drawn from the data is that the method — 
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of test analysis used in this study en- 
ables one to differentiate between those 
with a good or bad emotional adjust- 


ment. The results emphasize the hetero-~ 


geneity that exists in terms of adjust- 
ment in the high grade, familial group. 
A second conclusion that seems war- 
ranted is that those whose emotional 
adjustment is poor tend to have a psy- 
chological test pattern which is similar 
to that of those with a known cerebral 
pathology. The high percentage of sub- 
jects in the poorly adjusted group hav- 


ing an abnormal EEG record lends 


weight to the conclusion regarding pos- 
sible brain pathology. A third conclu- 
sion that might be made is that since all 
the subjects have a similar etiology, it 
would be reasonable to expect that brain 
pathology might be present in the rela- 
tively well-adjusted group also but that 


§ techniques used in this study are too 


crude for such detection. This logical 
possibility must await further investi- 
gation. However, the possibility that 
the relatively well-adjusted group 
(Kohs-above-Binet) contains cases of 
pseudo-feeblemindedness should also be 
given consideration. 
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Will Therapy 


“In contrast to this ideological therapy 
(Freud’s), the therapeutic utilization of the 
analytic situation itself has led me to a dynamic 
therapy which in every single case, yes in 
every individual hour of the same case, is dif- 
ferent, because it is derived momentarily from 
the play of forces given in the situation and 
immediately applied. My technique consists 
essentially in having no technique, but in utiliz- 
ing as much as possible experience and under- 
standing that are constantly converted into skill 


but never crystallized into technical rules which 
would be applicable ideologically . . . For real 
psychotherapy is not concerned primarily with 
adaptation to any kind of reality, but with the 
adjustment of the patient to himself, that is, 
with his acceptance of his own individuality 
or of that part of his personality which he 
has formerly denied.”? 


1 Rank, O. Will therapy and truth and real- 
ity. New York: Knopf, 1945, p. 105. 
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PSYCHOTHERAPY IN A CASE OF OBESITY 


BLAKE CRIDER 
Fenn College 


INTRODUCTION 


Current literature on psychotherapy 
might lead the psychologically unsoph- 
isticated to believe that a therapeutic re- 
lationship of a permissive nature which 
affords the patient an opportunity to 
clarify his feelings is consistently the 
technique of choice. It is time to reem- 
phasize the fact, however, that there are 
many different procedures in psycho- 
therapy and from his therapeutic arma- 
mentarium the therapist may select the 
approach which best suits the needs of 
the patient. He may select advice, per- 
suasion, suggestion, interpretation, 
dream analysis, hypnotism, etc. He 
should in no case feel he must restrict 
himself to a particular technique. This 
point of view we may call therapeutic 
eclecticism. To illustrate it further, we 
are reporting an analysis of the thera- 
peutic procedures used in the last ten of 
fifteen interviews in a case of obesity. 
The last two interviews are also repro- 
duced verbatim. 


THE CLINICAL STUDY 


The patient was a divorced woman, 
39 years of age, who went on periodic 
eating binges. She was a non-paying 
dispensary patient. Because of her emo- 
tional difficulties she had been unable 
to work for almost a year. The patient’s 
minimum adult weight was 121 pounds. 
When she was referred for medical ap- 
praisal of her obese condition she 
weighed 285 pounds. At the time of 
the therapeutic interviews analyzed in 
this paper she was holding her weight 
around 170 pounds. At the end of the 


fifteenth interview the patient got a job 
as a secretary and has been working 
steadily since. The patient has con- 
tinued to hold her weight down, seldom 
goes on eating binges. It is not claimed 
the patient is well-adjusted emotionally 
and undoubtedly she could profit from 
further treatment. 

The patient had great difficulty in 
keeping her appointments. She broke 
26 of the 71 appointments she had with 
the physician, who was working with 
her medically, and she broke 9 of the 
24 appointments she had with the psy- 
chologist. 


TREATMENT ANALYSIS 


A patient must talk in order to gain 
insight and get emotional release. The 
therapist can ask him to continue, clar- 
ify his feelings or ideas, make interpre- 
tations, ask questions or just wait until 
he talks. With some patients the inter- 
views go smoothly hour after hour 
without the therapist needing to say 
more than a few words. With other 
patients it may be necessary to probe in- 
tensively, and with still others the 
therapist needs only to monotonously 
clarify feelings. The method to be used 
to get the patient to verbalize depends 
upon the type of patient under treat- 
ment. The approach with one patient 
cannot necessarily be the same as the 
approach to the next unless the therapist 
accepts only those for treatment who 
adapt to his particularly favored tech- 
nique. In analyzing what takes place in 
therapy we can tabulate the responses 
the patient makes or we can analyze 
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what the therapist does. In this paper 
we are restricting our analysis to what 
the therapist did. A tabulation and clas- 
sification of the statements made by the 
therapist appears in Table 1. 

The patient talked slowly and blocked 
frequently. Thirty-one times the ther- 


cn 
— 


dynamics behind the symptoms. The 
following statements culled from the 
interviews illustrate our definition of 
structuring. 

1. I know how you feel. I want to know 


why you feel that way. 
2. There is a reason for everything. 


TaBLe 1. Tabulation of the frequency of therapeutic techniques utilized by the counselor 
in treating a case of obesity 








Interview number 
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apist had to ask her to continue by say- 
ing, “Go ahead and tell me how you 
feel. Just say it the best you can. Just 
start talking, etc.” Intervals of three to 
five minutes without response were 
common. At times, when the patient 
refused to respond the interview was 
discontinued for that day. 

Structuring. In the case of the 
patient reported here the counseling 
situation was structured 24 times, with 
one-half of it occurring in the 11th in- 
terview. Structuring, as used here, is 
not solely attempting to put the burden 
of the therapeutic relationship on the 
patient. It serves also to let the patient 
understand that psychic events have 
causes and that these causes may be 
found by the patient’s own searching 
for them. It helps the patient to relieve 
himself of the belief that the psycho- 
therapist is interested solely in symp- 
toms and helps him to discover that the 
therapist is especially interested in the 


3. That’s the reason you come to me—to 
help you look at these things. 

4. You can tell me. 

5. I am not interested in whether you are 
fat or skinny. I just want you to be happy. 

6. You have an idea we are interested 
only in your diet. 

7. I have never given you any answers, 
have I? 

8. You want me to give you an answer 
and that would save you a lot of trouble. 


With another patient, all or most of 
the structuring might have come in the 
first interviews. There are a number 
of reasons why it did not occur entirely 
in these earlier interviews. In part it is 
related to the patient’s need to persist- 
ently lean on others, since previous inter- 
views with other staff members were 
completely directive. More important 
is the fact she was seeing at the same 
time a physician. It was difficult there- 
fore for the patient to readily make the 
shift to a program of psychotherapy 
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which was essentially different from 
the medical approach. 

Reassurance and Advice. Reassur- 
ing the patient, giving advice, and ask- 
ing the patient to make her own inter- 
pretations consumed a small part of the 
therapist’s efforts and need not be 
further elaborated. It suffices to say, 
however, that with some patients we 
can do little but give advice and reas- 
surance. It is not a question of whether 
we should do it, but simply how to do 
it when it is indicated. We are left, 
therefore, with three therapeutic tech- 
niques designed to help the patient ob- 
tain insight: Interpretation, clarifica- 
tion, and asking for information. 
These encompassed almost two-thirds 
of the therapist’s statements in this 
case. 

Securing Information. It is cur- 
rently fashionable among some psycho- 
therapists to minimize the value of ask- 
ing for information. This attitude is 
reasonable if the questions asked do not 
serve the purpose of furthering insight 
and emotional release. However, there 
is no quicker “Road to Rome” than a 
direct question which brings out at the 
appropriate time insightful informa- 
tion and emotional release. There 
seems to be no reason to wait until the 
patient brings out the information 
spontaneously when the therapist can 
help him with a well-framed question. 
[Illustrations follow. 


. Were you happy fat? 
. Aren’t you really worse off now? 
. And you felt like eating? 
What got you off it? 
. Why follow a diet if you don’t want to? 
Were you following a diet to please 
yourself or to please the doctor? 
7. What do you want to accomplish? 
8. What changed your mind? 
9. When did it start to bother you? 


Aw pwn 


Clarification refers to 


Clarification. 
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clarification of ideas and experiences as 
well as feelings. It is similar to inter- 
pretation and consequently it is often 
difficult to know whether to classify a 
statement as clarification or as interpre- 
tation. The differentiation is further 
difficult because it probably should be 
based on the preceding statement of 
the patient rather than upon the state- 
ment of the therapist as such. This dif- 
ferentiation indicates the difficulty the 
therapist may have in deciding whether 
to interpret or to clarify and often does 
one when he should have done the 
other. Clarification summarizes “in a 
nut shell’ what the patient knows, be- 
cause he has just said it, but of which 
he is not completely aware. In the case 
of feelings, the clarification gives the 
patient a verbal symbol which he can 
use to further describe his feelings. It 
is similar to insight, meaning the ther- 
apist makes the patient conscious of 
what he semi-consciously knew but had 
not been able to express clearly. Ex- 
amples follow. 

1. You were getting along OK. 

2. You feel it was not worth the effort to 


go on. 

3. You were very much upset when he 
died. 
. You have never forgiven your mother. 
. You feel guilty about giving him up. 
. Thursday night just set you off. 
. You get that lost feeling and then you 


. You want people to like you. 
. Everything seems hopeless. 

10. You feel you always have been an 
oddity. 

11. When you feel you are an oddity you 
get dejected. 


worn aun & 


Interpretation is explaining traits, 
feelings, behavior and its consequences, 
and other personal characteristics to a 
patient that he would not ordinarily un- 
derstand himself, at least at that par- 
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ticular moment. The therapist gets the 
insight which he transmits to the pa- 
tient. Should the patient express later 
spontaneously what the therapist might 
have interpreted previously but did not, 
the therapist would clarify rather than 
interpret. The difference between when 
one should clarify and when he should 
interpret is related to the proximity to 
consciousness of the idea or feeling 
subsequently interpreted or clarified. 

The therapist must be sufficiently 
well grounded in psychodynamics to be 
able to know how to interpret as well 
as when to interpret. Interpretation ap- 
pears to hasten the progress of treat- 
ment in the more refractory patients. 
Since rejections occur more often with 
interpretation than with clarification 
the therapist must know how to handle 
them and how to utilize them to thera- 
peutic advantage. We should not re- 
fuse to use interpretation simply be- 
cause the patient may reject our inter- 
pretations. The value from the accepted 
interpretation justifies any loss which 
might arise solely from _ rejections. 
However, the proper handling of re- 
jections becomes an important thera- 
peutic tool within its own right. Illus- 
trations follow. 

1. A fear of desertion? 

2. A refuge. 

3. Like a baby in a crib. 
4. You eat when you feel secure. 
5. Food makes life worth living. 
6. You think of it as a kind of atonement. 
7. It would disappoint Dr. B., wouldn’t it? 
8 


. Maybe it is a fear of taking stock when 
you finish. 


9. (It’s) like being in love. 


Two THERAPEUTIC INTERVIEWS 


4-2-45 Monday. 

P. I don’t know what happened to me 
Thursday. I got so tired of this tug of war. 
My appetite gets out of control. I am tired 


of the fight—this tug of war. Dr. B. said 
once I should eat more of what I am al- 
lowed to eat. I did, but I felt, “Here it goes,” 
and I ride with the tide. It seems when I 
leave go—If I don’t follow the diet to the nth 
degree—I feel I am off the track. I never 
feel I should eat what I want to eat. When 
I realized I did not have an appointment 
with the hospital I got this feeling. Just as 
soon as I called you it was O.K. It was 
dismal Friday morning. Felt like throwing 
everything up. I know what that means. I 
keep thinking if I could just hit the low 
point on my weight I would be C.K. I am 
not getting any place. Friday I felt I would 
let the whole thing go. Got afraid I could 
not make it. Felt dejected. Always felt 
things would be O.K. if I could conquer it. 
Have been on the fence for weeks. I don’t 
care whether school keeps or not. It hit me 
Friday morning. I don’t have the snap to 
look for a job. I can’t snap into it. My mind 
is going two ways. I know it is going to— 
I don’t understand it—I want to finish but 
I am on the fence. One thing I did do Fri- 
day—I did think of the consequences if I 
go off my diet. It stuck in my mind. I was 
a mess Friday morning. 

C. What kind of a mess? 

P. Pulling one way, pulling another way 
to— 

C. To do what? 

P. I wanted to eat and let go. I am fight- 
ing this appetite. I tell myself it is silly but 
it doesn’t help. I show no sense in eating. 
Started eating Thursday night and couldn’t 
stop. I tried to hold it to the blueprint of 
the diet. But I kept on eating. But only 
what was on the diet list. But there is my 
weight. When my weight goes up I feel 
licked. Feel, “What’s the use?” Previously 
I would have kept on eating. If I break my 
diet I have lost everything. Things seem all 
out of order. But I can’t explain the feeling 
I had Friday. Things were dismal and black, 
after I had been eating Thursday night. 
But I didn’t want to eat sweets, though. 

C. What started the eating urge? 

P. I don’t know. It wasn’t a disappoint- 
ment. I was going out Thursday night. I 
was hurrying to go. Glad I was going. I 
was having appetite trouble though. They 
called it off. I just let down like a pricked 
balloon. I got nervous. No sense to it. I 
stayed in. Thought, “well, I will finish eat- 
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ing.” I was not too much disappointed. It 
started to pour Thursday night. When I 
started to eat I couldn’t stop. Friday morn- 
ing I feared I would keep on eating—and 
with all the misery that goes with it. 

C. Thursday night just set it off. 

P. Right. 

C. What was going on before Thursday. 

P. Nothing at all, just— 

C. Just what? 

P. There hasn’t been anything—of course, 
I have been riding along with a feeling—it 
hasn’t been—I think it is about getting going 
again. I don’t know where the feeling 
started. A feeling I don’t fit in anywhere. 

C. You get that lost feeling and then you 
eat. 

P. Yes, I do. I—when I start thinking 
about getting started—I was talking to my 
married woman friend. Had that feeling 
after she asked me when I was going to 
work, I said I didn’t know. Then she said I 
would be out of luck after the war anyhow. 
That I’d be replaced. All of a sudden a feel- 
ing came over me. I felt, why get going? 
Of course, my mother tells me how hard 
times will be. Think to myself why get 
going. Then I think how silly. My mother 
has always been that way. She always an- 
ticipates trouble. That gets me unnerved. I 
say, “Why pay attention to her?” I say, 
“Why cross the bridge before you get 
there?” But I do the same thing. I always 
build up a big mountain before I get there. 

C. Everything seems hopeless. 

P. That’s right. But I tell myself to snap 
into it. 

C. That doesn’t seem to work. 

P. I can’t talk sense into myself. I know 
it is idiotic, that I am not being practical. 
But that doesn’t help much. Of course, no 
one says anything to me. 

C. What do you mean? 

P. — 

C. What are you thinking now? 

P. Well, the other thing that bothers me 
is I don’t feel anything. I feel how terrible 
it is I don’t feel things. I feel people criticize 
me for this. I don’t like to hear war news. 
I won't listen to it. Of course, these feelings 
are wrong. I am numb, I don’t feel anything 
about it. At work I did ediphone work. 
Took the boss’ personal letters. They had 
to do with the boys in the service. But I 
couldn’t feel that way. I was cold. Stand- 





ing aside and letting everything go by. Peo- 
ple criticize me that I am that way. I am not 
in war work. But that doesn’t spur me on. 
I can’t shake out of it. I walk out in the 
open, I am in a world of my own. I’ve al- 
ways been that way. My friend said, “How 
can you be out there alone?” and I thought 
there must be something wrong with me. 

C. You want people to like you—and then 
you don’t. 

P. I want people to like me, but when | 
feel a person doesn’t like me I walk. Girls 
want to be friendly. When I am with a 
person I am friendly—but— 

C. But what? 

P. I do like to be alone. But I don’t do 
this as much as I used to. But when some- 
thing happens I go out alone— 

C. You are sensitive. 

P. Right, I don’t know how to get around 
that though. Yet I am not sensitive to jok- 
ing, only when I feel criticized. Another 
thing that is the matter—been out of work 
so long—I would be criticized when I apply 
for a job. I am up for criticism. 

C. When you apply for a job. 

P. Right. Girls at the office like me. They 
want me to visit them. But I can’t. 

C. They will criticize you, too. 

P. That’s right. They didn’t want me to 
quit. They wanted me to take off thirty 
days. I didn’t like it there. I wanted to 
make a change. It didn’t materialize. 
Drifted into that feeling that if I had to 
stay indoors the rest of my life I would take 
a little more time off. When this diet bug 
comes again I get tired of everything. Like 
it was Friday— 

C. You feel you just can’t lick the prob- 
lem. 

P. I keep on saying I am going to but | 
don’t get very far. I feel I didn’t want to 
lick it. Feel that if I let go once more I am 
not going to bother. When my diet is O.K. 
I am happy. You would think I could re- 
member that. I am more efficient then. | 
get disgusted because I don’t show more 
sense. Fussy about a thing like that. I have 
lived my life without ever—have never been 
—this might sound silly. Don’t know how to 
say it. My life has been such that I have 
always felt young—kittenish. Mother said 
I would never grow up. Have lived in a fog. 
Years have gone by. I have become age 
conscious. My friend says, “You are going 
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to have a tough time. You ought to get into 
something secure.” Only recently has this 
hit me. Last week I started this pro and con 
business. Can’t snap out of it. A man made 
a remark to me. His opinion is worth lis- 
tening to. I admire him. He has kept going 
although he is 62. He likes me and tries to 
help me. I feel relaxed. Showed me a skat- 
ing routine and he suddenly said, “Some- 
times you act like a little girl.” That spoiled 
everything. I felt criticized. I have been 
told that before. When I let go I bubble 
over. People are startled by it. My girl 
friend said I was overly enthusiastic. To 
hear him say that—I felt like a child. I 
started to analyze that. Just stopped doing 
anything else and analyzed it. I get so tired 
of this conversation with myself. Has gone 
on all my life. Even when I worked I 
drifted off right at my desk. I wanted to get a 
job where I couldn’t lapse into my thoughts. 
But I worked hard to get time to talk to 
myself. Would pick up the talk where I 
had left off before. Even with a lot of peo- 
ple around I can do it. Have done it all my 
life. I would go to see people—and listen 
to them but at the same time I would be 
carrying on a conversation with myself. 
Friday morning everything piled up. All of 
a sudden I got tired of this conversation with 
myself. Tired of everything. Said to my- 
self I should snap into it. It is like a vicious 
circle. I can’t get out of. Over the week- 
end I decided to take the bull by the horns 
and get going. I don’t know what keeps me 
back. That’s the funny part of it. When I 
quit my job—they didn’t have much to do 
there and when I am not busy I get restless 
and now I don’t want to work. Before I get 
to the point of doing anything things get so 
black. I get frightened. I am not afraid of 
dying. I suppose I had the feeling I was 
going to let myself go. It was a rainy day 
—always have moods on those kinds of days. 
I have been moody all my life. I have the 
feeling if I finish the diet it will iron out 
some of these things. When I was first here 
I felt like an oddity. Mother always said I 
was odd. Thought maybe I am. I thought 
the diet would erase this feeling of being 
odd. Friday I felt there was no hope unless 
I stuck to the diet. 

C. You feel you have always been an 
oddity. 

P. That’s right— 


C. What about this conversation with 
yourself ? 

P. It’s nothing particular. Just as if 
another person was with me. If I see some- 
thing I like, I say it to myself. I am always 
talking. I answer as if another person was 
there but I do the answering. 

. You are thinking out loud. 

. That’s right. 

. Why does that bother you? 

. No one else does things like that. 

. Makes you an oddity. 

. That’s right. 

. When you feel you are an oddity you 
get dejected. 

P. That’s right. 

C. What’s your idea of being an oddity? 

P. My mother told me she never saw any- 
thing like me—because I want to be alone. 
I never gave much thought to it. I have 
been alone all my life. When I married I 
was alone, and people said it must be hard 
for me. But I liked it. I could walk and 
day dream about nothing in particular. In 
the back of my mind I dreamed of being 
thin. I didn’t feel an oddity then. I was 
heavy but I didn’t look it. It didn’t bother 
me. 

C. When did it start to bother you? 

P. When my weight got down and started 
to go back up again. I feel enormous then. 
I get the feeling “Here I go.” Feel I am 
going to lose the battle. Fear I won’t hold 
it. If I finish it, I will have a feeling of suc- 
cess—I can become so dejected and willing 
to throw the whole thing up. I wonder why 
I feel this will iron things out. I never feel 
better than when I am on a diet. I get dis- 
gusted when something happens like Friday. 
When I was hospitalized I felt—I just feel, 
“Just hold on to the next hospital visit.” 
The feeling I had when hospitalized just 
sticks with me. Just as soon as I get to the 
hospital I feel inspired. In the last year—I 
would break the appointment when my 
weight was up. Wanted the chart to show 
my weight was down and if it was up I 
would break the appointment. That was 
silly. 

C. Fear of criticism, wasn’t it? 

P. I am afraid so. 

C. A lot goes back to this fear of criticism. 
P. That’s right. 
C 
e 
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. And where does that go back to? 
. I don’t know. 
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. What do you think it might be? 
. —I really don’t know. 
. Your mother criticized you, didn’t she? 
. Yes, she did. In fact I thought of that 
the other day. My girl friend noticed that 
my mother was always friendly toward other 
children and not toward me. When an argu- 
ment came up between me and other chil- 
dren she always blamed me. A cousin lived 
with us. Mother kept her because she had 
no parents. She was younger than me. 
Mother mentioned her the other day and all 
kinds of bitter feelings came up. My folks 
have changed but I can’t change my feelings 
toward them. I still have those feelings. 
When my cousin and I argued she licked me. 
She said she was being good to a poor little 
orphan and could not lick her. She went 
out of her way to be good to other children. 
I stood in awe of her. She was never that 
way to me. The other day I brought up the 
fact I was afraid of a dentist when I was a 
child. It would be the blackest day. A 
black world all of my own. Just frozen with 
fright when I had to go. Mentioned it to 
my mother the other day and she said, 
“What was I supposed to do, hold your 
head?” and that just froze me. Now she 
wants to be loving but it nauseates me now. 
I know it is an awful feeling. I feel guilty. 
I remembered last time I got a licking. I 
bought her a plant for Easter this year. She 
wanted to kiss me. I had that nauseated 
feeling again when she tried it. I felt just 
like I did when she licked me at 16. I was 
out and she told me when to be in, but I 
was having such a good time I forgot to get 
in. They were looking for me. She was 
worried and by the time she saw me she let 
me have it with the razor strap. My back 
was bloody. Then she wanted to put salve 
on it, but I hated her. I hated her so I was 
sick at my stomach. I was nauseated. When 
I was divorced the first thought I had was 
that I would have to live with my parents. 
I feel like a hypocrite telling all this to you. 
We never had any affection at home. My 
folks have changed. Why do I still feel this 
way toward them? Why do I still think of 
these things? That’s past. When she gets 
near me my flesh crawls. I am nauseated 
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and I feel like a heel for feeling that way. 
The other day my mother said, “You are 
just mischievous. 
again. 


Wish you were little 
I would beat you.” She was joking 
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of course, but it all came back to me. I said 
“T have had enough of that” and she said, 
“You needed them.” I thought about my 
childhood, and the more I thought of it the 
more I hated myself. Why can’t I forget it 
like others do. Mother dreamed last night 
that I murdered her. I realized that she saw 
all those bitter thoughts I had. Why do 
these things come up? I haven’t had any 
resentment toward her. But I never wanted 
to go back home—that made me feel guilty. 

C. You have trouble admitting you hated 
your mother, and when you do you feel 
guilty about it. 

P. That’s right. Really isn’t hate though. 
I don’t like to say that. She is good to me. 

C. But you have a lot of resentment from 
the treatment you received .as a child. 

P. That’s right. But it isn’t hate. It is 
that I just can’t be loving. She tells me 
after hearing a radio story, “That’s what | 
call a real daughter.” That brings up all 
those bitter things. It surprises me they 
come back. I turn bitter and hate myself 
for it. I say to myself, I had it coming, but 
it doesn’t help. After I was licked I wanted 
to get out and walk by myself. Mother would 
never let me touch a thing in her house. She 
now wants me to cook. As a child she 
wouldn’t let me in the kitchen. My aunt 
would make a fuss over me. I threw my 
arms around her. She would let me do any- 
thing. Mother said to my aunt, “You let her 
do a hell of a lot more than I would.” When 
I was affectionate with my aunt my mother 
said it was putting on. I seethed with rage. 
Now mother wants me to sew and cook and 
my mind reverts back to childhood and | 
seethe. As a child I was chased out of the 
kitchen—because I would break things. | 
know now why she did that. But it doesn’t 
help. My grandmother was cruel and strict 
and my mother was that way because of her 
mother. But I still can’t throw it off. Even 
the licking. Silly to keep this poisonous 
thought. It’s terrible. I am not carrying 
those thoughts around but a chance remark 
brings them out. 

C. What else do you think about? 

P. Nothing—just that. I told you about 
—reason I am having trouble now is I am 
trying to get away from eating. I remem- 


ber when I was confirmed. Remember sit- 
ting at altar and thinking what we would 
Was being confirmed and was 


have to eat. 











thinking of what I was going to have for 
lunch. Still think of that. I was all excited. 
A religious moment and I was thinking of 
eating. Felt terrible. I was holding a con- 
versation with myself about eating. 

C. I wonder if you did not have this eat- 
ing problem when you were a child. 

P. Yes, I did. I was always vitally in- 
terested in food. Mother always lectured me 
about my manners before I went out. This 
kept me from eating everything in sight. 
Had intense desire to eat everything I saw. 
My grandfather used to take me down to the 
candy store and would give me 25c. I was 
elated and got so excited buying all the 
candy I wanted. The minute I eat candy 
I am happy. When I fight the urge I get 
nervous. I just have to have sweet stuff. 
Just a rosy cloud. I am relaxed and happy 
then. After a couple of days I feel nervous 
because I ate. When I first eat I feel won- 
derful—a different person. 

C. Like being in love. 

P. I don’t know. I have never been in 
love. I never loved my husband. He was 
only congenial. 

C. Maybe if you had love you wouldn’t 
have to eat so much. 

P. I don’t know. 

C. Isn’t your big problem a feeling of 
being unloved? 

P. I don’t know whether I feel unloved. 
I don’t like it if someone doesn’t like me. I 
want people to like me. 

C. What’s the difference? 

P. I don’t know. Do you think that’s the 
reason I wanted candy as a child? I have 
a feeling even when things are smooth that 
I must eat. I always wanted to eat. 

C. We want to deal with those childhood 
experiences next ‘time. 

P. That’s right. Even now anything I 
say arouses my mother’s temper and she 
calls me an ungrateful daughter and I know 
it’s true. I was ungrateful. It was hard 
for her to give me piano lessons. 

C. But she couldn’t give you affection. 

P. That’s right. 

C. And isn’t that more important? 

P. Yes, it is. I’ve seen parents giving 
affection to their children and I wanted to 
sit down and cry. But my mother doesn’t 
realize she didn’t. She thought she was 
doing right. She never gets tired of telling 
me how much she had done for me. I was 
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always afraid of her temper. It took nerve 
for me to tell her about the fear of the den- 
tist. She listens to the radio and cries over 
daughter and mother scenes. She says I am 
no daughter—that I am no company to her. 
That I want to be all alone all the time. 
Mother wouldn’t ever come to school to see 
our exercises. She wants to go with me 
now and I can’t stand it. 

C. We'll work on these things next week. 

P. Do you think I'll ever get straightened 
out? 

C. Sure you will. 

P. I feel so hopeless at times. Especially 
when I have one of those eating upsets. 

C. It is not unusual to have set-backs like 
that. 

4-6-45 Friday. 

C. What’s the latest? 

P. I have decided to look for a job. 

C. Anything else? 

P. —I don’t know why I have such a 
guilty feeling from telling all these things. 
I feel disloyal somehow— 

C. You feel you would rather not discuss 
them. 

P. I’ve talked to myself so often it sur- 
prises me— 

C. Why is it such a surprise? 

P. That I would say anything about it. 

C. You feel it doesn’t help to talk about it. 

P. I still resent everything. Yet these 
feelings are still there. I know it isn’t right 
to feel as I do, yet I don’t see how talking 
about it will help. The feeling is still there. 
That Easter plant I gave her, I felt like a 
hypocrite to do it. I have no feeling when I 
do it. I do it just because it is expected of 
me. It bothers me. (3 minute pause.) 

C. Why don’t you go ahead? 

P. Today I feel numb. If I sit still long 
enough I get far away. Nothing particular. 
I feel I have achieved something this week. 
I have stayed on my diet. I had a fight with 
it yesterday but I won. It worries me most 
when I get tired battling it. Like last Fri- 
day. (3 minute pause.) 

C. What are you thinking about? 

P. —Somehow I thought I would never 
get this straightened out. I was in Friday 
and Saturday and felt wonderful. And to- 
day I feel half dead. 

C. Something has happened to make you 
think this way? 
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P. Not a thing. 

C. So it must be from the inside. 

P. I don’t know. 

C. It has to come from somewhere. 

P. —I go from—like today—of course, 
most of the time my mind is going. Now it 
is a blank. Rather dull, I'd say—(long 
pause). 

. Want to call it off today? 

P. Guess I’d better. 

C. See me Monday. 

P. Monday I was going to look for a job. 

C. You do as you wish. 

P. Alrightie. 


4-9-45 Monday. Did not come in. 


SUMMARY 


This study reports an account of ten 
interviews between a psychologist and 
a female patient who was a compulsive 
eater. An analysis was made of the 
therapeutic techniques used by the psy- 
chologist. It was not the purpose of the 
paper to make a study of the psycho- 
dynamics of the patient or to analyze 
what happened to the patient therapeu- 
tically. The analysis of techniques illus- 
trates a therapeutic eclecticism, mean- 
ing the techniques used seemed appro- 
priate for this particular patient at the 
particular time she was under treat- 
ment. No claim is made that other tech- 
niques would not have been appropriate 
under different situations, or with the 
same patient at another age, or with a 


different degree of emotional involve- 
ment. 

Structuring, a statement by the 
therapist to help the patient realize that 
psychic events have causes which may 
be found by the patient’s own searching 
for them, was used twenty-four times, 
mostly in the sixth interview. This par- 
ticular distribution of structuring state- 
ments was related in part to the en- 
vironment in which the patient was 
treated and in part to the personality 
status of the patient. 

Clarification, interpretation, and ask- 
ing for information encompassed al- 
most two-thirds of the therapist’s state- 
ments. These three techniques were 


designed to help the patient obtain in- 
sight and emotional release. Consider- 
able information was asked for because 
the type of questions employed seemed 
to hasten the progress toward the | | 
therapeutic goals. Clarification is de- 


fined as summarizing succinctly what 
the patient already knew but was in- 
completely aware of. Interpretation is 
defined as explaining to the patient her 
personal characteristics which she did 
not understand or realize. It is believed 
that the essential difference between 
clarification and interpretation is one 
of timing. 
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THE DYNAMICS OF NON-DIRECTIVE PSYCHOTHERAPY 


RALPH K. MEISTER AND HELEN E. MILLER* 
Mooseheart Laboratory for Child Research, Mooseheart, IIlinois 


INTRODUCTION 


Non-directive psychotherapy, as de- 
veloped by Rogers and his students, has 
been variously described in terms of 
counselor techniques and client reac- 
tions. It is not based on any theoretical 
constructs of personality dynamics nor 
has it been consistently related to 
any existing psychological theory. At- 
tempts to discover the essential charac- 
teristics of the process have taken the 
form of investigations of the methods 
and techniques which are employed in 
non-directive therapy. This procedure 
has resulted in the evaluation of non- 
directive therapy in terms of itself. The 
circularity inevitable in such an ap- 
proach has tended to perpetuate the use 
of poor as well as good procedure by 
the identification of certain techniques 
as non-directive and has not afforded a 
means for evaluating them. Thus such 
techniques as structuring, recognition 
of feeling, clarification of feeling, and 
others identified as non-directive have 
come to be regarded as acceptable pro- 
cedure without sufficient recognition of 
the many contradictions inherent in 
such dissimilar techniques and with in- 
sufficient appreciation of the divergent 
effects which may result from the use of 
identical techniques in different situa- 
tions. Non-directive psychotherapy has 


*The authors wish to express their thanks 
and appreciation to Dr. Carl R. Rogers, Direc- 
tor of Counseling of the United Service Organi- 
zations, for his suggestions and critical review; 
to Dr. Martin L. Reymert, Director of The 
Mooseheart Laboratory for Child Research, for 
his painstaking and detailed criticism of the 
manuscript; and to the members of the staff of 
the Mooseheart Laboratory for their sugges- 
tions and critical comments following a pre- 
liminary reading of the paper. 


lacked a theoretical orientation in terms 
of which its techniques may be evalu- 
ated. 

This paper, therefore, begins with 
an abbreviated formulation of the 
theoretical constructs on which depends 
our theory of the dynamics of non- 
directive psychotherapy and continues 
with a description of our concept of the 
dynamics of non-directive psychother- 
apy, and with an evaluation of non- 
directive techniques, based on this con- 
cept. It is hoped that this concept of the 
dynamics will provide a criterion not 
only for the analysis of case material, 
especially interview records, but for the 
discussion and evaluation of techniques 
not now commonly regarded as “non- 
directive.” 


THEORETICAL ORIENTATION 


We assume, then, that a person is a 
living social organism who, reacting 
and interacting in a physical and social 
world, has certain needs. For the pur- 
poses of this exposition we arbitrarily 
but not originally classify these needs 
as follows: 


a. Organic or physiological needs: These 
are needs of hunger, thirst, sex, bodily com- 
fort, freedom from pain, etc. 

b. Love, social response or affectional 
needs: These are the needs for a satisfying 
affectional relationship with those with 
whom the person lives, or with whom such 
an affectional relationship is socially ac- 
cepted if not expected: his parent, wife, 
children, etc. 

c. Self-integrative, self-acceptance or self- 
esteem needs: These are the needs to feel 
that he as a person matters, that he is ful- 
filling some “role,” that he is making some 
contribution to the world or is achieving 
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some worthy status, or in one way or another 
is important. 


These needs are not represented by 
discrete behaviors, but are interrelated 
in such a manner that only rarely might 
a situation be isolated in which only one 
type of need is being satisfied. A hun- 
gry man eating dinner in a fashionable 
restaurant has his hunger satisfied and 
may receive the implicit social recogni- 
tion that goes with eating in that par- 
ticular restaurant. If, in addition, he 
is in the company of his wife, his affec- 
tional needs are being met to some de- 
gree. At times needs may be antagonis- 
tic, as occurs when the undernourished 
child in the nursery school spills his 
badly needed milk in order to obtain 
the attention which he craves. 

We assume that the process of need- 
satisfaction is a continuous process, 
identical with daily living. All experi- 
ences influence both the satiation level 
of the person’s needs and the modes 
which he adopts to satisfy them. Need- 
satisfaction is therefore not a fixed or 
immutable process. Yet it is character- 
ized by a considerable degree of con- 
sistency which we feel is due to two 
factors: (1) the relative stability and 
consistency of the society and environ- 
ment which is available to the person 
for the satisfaction of his needs, and 
(2) the person’s own receptive and 
responsive abilities and limitations, 1.¢., 
the relatively constant factors charac- 
teristic of him such as his temperament, 
body build, special abilities and past ex- 
periences.* 

When the person’s own limitations 
or the limitations of his environment 
thwart him in the typical or usual or 
acceptable modes of satisfying his 
needs, he will resort to the use of atypi- 


1. Those factors subsumed under Bertocci’s 
(1) concept of the ego-agent. 


cal means of meeting his needs. The 
use of atypical or socially disapproved 
modes of satisfaction has the effect of 
making others disapprove of him. The 
reaction of others to him involving dis- 
approval or rejection thwarts the per- 
son further in his efforts to meet his 
needs. It is this further rejection or 
thwarting of the person which has the 
effect of forcing him to maintain and, 
in some cases, even to augment his 
atypical or unaccepted modes of be- 
havior in much the same manner as 
described by Horney(4). The child de- 
prived of his mother might become a 


braggart to compel the attention and | _ 
interest of others. Yet this very be- — 
havior would further alienate people | a 
and deprive him of other satisfactions, — 
thereby not only perpetuating his bad | © 
behavior but also making it more ex- | 


treme. The man, thwarted in his efforts 
to get a job with higher pay, may ra- 
tionalize his position by finding his su- 
periors are discriminating against him. 
Such an attitude on his part may make 
him surly, impatient and critical of his 
co-workers, which in turn would de- 
crease his popularity, perhaps deprive 
him of former friendships. 

When others regard these atypical 
modes of satisfying needs as indica- 
tions that the person is “maladjusted” 
or troubled, they may refer him for 
help or he may himself feel sufficiently 
in need of help to go in search of it. 
The child previously mentioned may do 
so poorly in school or make such a 
nuisance of himself that he comes to the 
attention of the school authorities who 
may refer him to the school psycholo- 
gist or to a child guidance clinic. The 
man mentioned may notice his work is 
deteriorating or that he feels so sick 
that he cannot go to work. He may 
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then have a session with his minister, 
doctor, personnel manager or an indus- 
trial counselor. It is obvious that when 
such a complexity of factors is in- 
volved, many courses of treatment are 
theoretically possible and non-directive 
counseling or psychotherapy is one of 
these. It is the purpose of this paper to 
discuss in what manner non-directive 
psychotherapy aids the disturbed person 
to find and establish better ways of ad- 
justing. 


THE DyNAMICS OF NON-DIRECTIVE 
PsYCHOTHERAPY 


It is evident that when a cycle is es- 
tablished in which thwarting increases 
the tendency to respond atypically, 
therapy must at some point and in some 
way interrupt this cycle of social inter- 
action if the person is not to maintain 
and persist in his use of unusual modes 
of attaining satisfaction. If the coun- 
selor is to break in upon or interrupt 
this cycle, he must afford the client a 
new type of experience, one in which 
the client’s behavior and responses are 
not permitted to reinforce his tendency 
to maintain or to persist in unusual 
responses. 

Thus when the person has made un- 
usual or atypical responses such that 
others have rejected him (i.e., failed to 
respond to him in accordance with the 
role to be anticipated according to cul- 
tural norms), so that the person’s self- 
acceptance and self-integrative needs 
have been frustrated, this new experi- 
ence must be one of acceptance. The 
counselor affords the client an accepting 
experience by demonstrating a ‘‘man- 
to-man” regard for the client, charac- 
terized (ideally) by the understanding 
of empathy without the erratic quality 
of identification or the supportiveness 


of sympathy, a regard characterized by 
permissiveness and tolerance rather 
than by agreement (but without the 
condescension implicit in ‘“‘permissive- 
ness” and “‘tolerance”). It is, we feel, 
this acceptance which is crucial to the 
success of non-directive psychotherapy. 
Non-directive techniques, though not 
consciously directed to this end, make 
possible the demonstration of this ac- 
ceptance. 

When the client arrives for a first 
meeting with the counselor, he may be 
sullen and antagonistic if he has been 
brought by someone. If he has come 
on his own initiative he may begin the 
session with a description of his prob- 
lems and a plea for help. In any case, 
he inevitably reacts to the counseling 
situation in some’ manner. The coun- 
selor’s interested acceptance of the 
client’s first reactions (whether the 
client be antagonistic or desiring help) 
starts the therapeutic process and is 
evidence from the beginning of what 
the counselor’s role will be. Since this 
role is essentially one of acceptance, 
from the very beginning there is less 
need for the client to react in his former 
atypical or ‘‘maladjusted” or ‘‘self- pro- 
tective’ manner. Thus, Rogers says 
(6,p.30): “In the newer practice, the 
therapeutic contact is itself a growth 
experience.” The acceptance of the 
counselor breaks in on the atypical be- 
havior at the point where it is usually 
perpetuated or intensified by the rejec- 
tion or overprotection of others. Non- 
directive psychotherapy may be con- 
sidered an attempt on the part of the 
counselor to offer the client a new type 
of experience wherein his cycle of un- 
usual responses may be disrupted since 
the counselor does not supply the rein- 
forcement by rejection which other 
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social contacts have provided. The 
client’s report of his behavior, his actual 
behavior, and his need to behave as he 
does—all are “‘accepted.” 

Thus, in the counseling relationship 
itself the client adopts a new mode of 
response, a different mode of need- 
satisfaction. The experience of using 
a new mode of obtaining satisfactions 
in the relatively isolated and specialized 
environment of the counseling situa- 
tion in turn affects beneficially the other 
aspects of the client’s social life. The 
client’s wife and friends may feel that 
he is less “touchy” or less grouchy fol- 
lowing a period in which the client has 
talked out his feelings and had them ac- 
cepted by the counselor and they may 
show more friendliness toward him. 
Thus his relations with others may 
gradually improve to the extent that 
his needs are satisfied in a more normal 
way by his habitual social contacts, and 
the necessity for him to satisfy his 
needs in the former less desirable man- 
ner is reduced. In a sense, therefore, 
non-directive psychotherapy may be 
conceived of as a method whereby cus- 
tomary social pressures are enabled to 
operate constructively, that is, to affect 
the client in a constructive way. The 
counseling situation starts the cycle of 
social interaction described above going 
in reverse until, finally, the client has 
so few needs which are not being met 
o tside the counseling hour that he no 
longer requires this special and “‘pro- 
tected” environment for need-satisfac- 
tion in order to function in a more 
normal manner. 

It is the counseling situation itself 
which initiates the process of establish- 
ing new modes of reaction, and it is 
only to the extent that the counselor is 
able to accept the client and to convey 


the fact of his acceptance to the client 
that he can act as a therapeutic agent. 
Hence, the demonstration of the coun- 
selor’s acceptance is the crux of the en- 
tire therapeutic process and is the essen- 
tial aspect toward which counselor 
response techniques should be directed. 


AN EVALUATION OF Non-DIRECTIVE 
TECHNIQUES 


Non - directive psychotherapy has 
been traditionally described as a process 
taking place in a permissive and client- 
centered atmosphere, in which there is 
release or free expression of feeling on 
the part of the client, followed by in- 
sight (Rogers, 6, p. 29 and 7, p. 331) and by 
positive actions and decisions based on 
this insight until a stage is reached 
where the client no longer feels a need 
of the counselor and the contacts are 
terminated. Various techniques have 
been developed to help the client work 
through these phases in the counseling 
contacts, and as a result a number of 
different techniques have been identi- 
fied and established as “‘non-directive.’” 
Such responses as “structuring,” recog- 
nition of feeling, response to content 
(increasingly in disrepute), restate- 
ment of ambivalent attitudes and simple 
acceptance responses (m-hm), in the 
absence of a theoretical structure, have 
been used as a basis for the definition of 
a non-directive counseling interview. 
While such responses in any case are in 
contrast to the directive interview 
responses (in which the counselor gives 
advice, interprets material, and is sup- 
portive to the extent that his sugges- 


2. Case material consisting of interview rec- 
ords has been evaluated with respect to these 
goals, i.e., helping the client to release feelings 
and to achieve insights. Such analyses have set 
up specific or approved types of counselor 


- responses which when used in an interview 
render that interview, by fiat, “non-directive. 
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tions will be accepted by the client and 
acted upon, or to the extent that rap- 
port is maintained with the client), this 
fact, we feel, does not make them essen- 
tial or necessary to the therapeutic 
process of non-directive counseling. 
Some of these so-called non-directive 
responses may be helpful, others may 
be merely superfluous, while still others 
have the effect of retarding and delay- 
ing the therapeutic process. 

Initially we may have explicit “‘struc- 
turing’—the counselor defining ver- 
bally for the client the roles which coun- 
selor and client are to play in the coun- 
seling relationship in an attempt to es- 
tablish the permissive and client-cen- 
tered aspects of the situation so that the 
client will feel free to talk out his atti- 
tudes and feelings. An example of the 
use of this type of procedure is to be 
found in Snyder’s report of the case of 
Mr. M.(9). Next, we find the use of 
such techniques as “the recognition of 
feeling” expressed by the client, and the 
responses of “simple acceptance” 
(m-hm, I see, etc.), which are directed 
toward helping the client to continue 
his free expression of feeling. Finally, 
as the client achieves some insight, we 
have “clarification of attitudes and feel- 
ing’ as a means of helping the client to 
recognize the ambivalences and _atti- 
tudes out of which his decisions and 
further insights must grow. 

Structuring. Since the emphasis in 
non-directive psychotherapy has been 
on helping the client to go through the 
phases described, without any real ap- 
preciation of the part which acceptance 
per se plays in the relationship, difficul- 
ties frequently have been encountered 
from the very beginning. Structuring, 
the first technique which many non- 
directive counselors employ in order to 


set the stage for what is to follow and 
in order to stress the client-centered and 
permissive characteristics of the rela- 
tionship, may be extremely directive 
and non-accepting when (as frequently 
happens, especially with a neurotic 
client) the client is unable to accept the 
role and responsibility assigned to him 
by the counselor and interprets the 
counselor’s structuring statement as the 
result of the counselor’s unwillingness 
or inability to help him. When the coun- 
selor has refused to answer a client’s 
question, or has stated that the client 
will find help only if he does the talking, 
or has assumed that the client is willing 
to take the initiative, the counselor has 
forced himself on the client as much as 
if he had asked probing questions or 
made deep interpretations of the client’s 
attitudes. In such instances the end re- 
sult, as in the case reported by Snyder 
(9), has been a battle between the coun- 
selor and client which Thorne(10) has 
described as follows: “The therapist 
did a good job of ‘structuring’ or sell- 
ing the method he was using and the 
client finally acquiesced to its use.” 
Quite frequently in the hands of be- 
ginning and inexperienced counselors, 
the client has not acquiesced, but has 
become impatient and terminated the 
counseling before it was well under 
way. By defining and verbally empha- 
sizing the permissiveness and client- 
centered aspects of the relationship 
rather than helping the counselee to ex- 
perience them, to recognize and appre- 
ciate them, the counselor creates a non- 
accepting situation, a situation which 
has little therapeutic value, one which 
defeats his purpose of faciliating the 
free flow of feeling. 

In skillful and sensitive hands, struc- 
turing may at times be helpful and ac- 
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cepting. Curran’s article(3) on struc- 
turing the counseling relationships, 
describes and demonstrates some of the 
subtle differences between helpful struc- 
turing and structuring which is non-ac- 
cepting and which interferes with coun- 
seling in the initial interview. However, 
except when used with great caution, 
structuring as a technique does not con- 
vey to the client the notion that the 
counselor is accepting of him. It there- 
by defeats its avowed end—that of 
establishing the permissiveness and 
client-centered characteristics which the 
counselor is endeavoring to create in 
order that the client will express him- 
self freely. We feel that for this reason 
it is a technique especially to be avoided 
by the beginning counselor. On the 
other hand, when the client feels that 
the counselor understands and accepts 
him and his attitude toward his prob- 
lems and when he feels that he is not 
being forced into a situation of which 
he is fearful or resentful, he talks 
freely, going more and more deeply 
into the discussion of his problems and 
attitudes as he finds that the superficial 
aspects are understood and accepted. 

A good illustration of an accepting, 
non-structuring introduction to thera- 
peutic contacts is provided in the case 
of Herbert Bryan reported by Rogers 
(6, Part IV). The counselor begins the 
first interview by asking the client, who 
has come to him for help, to give a 
description of the problem to which the 
counselor responds by recognizing the 
client’s feelings. Thus it is the accept- 
ance which the counselor manifests in 
his reaction to the client, and not the 
counselor’s verbal definition of the rela- 
tionship which helps the client to ex- 
press more freely his significant atti- 
tudes and feelings. This free expres- 


sion is considered the first stage of the 
therapeutic process. It is this out-pour- 
ing of feeling which from our point of 
view enables the counselor at the very 
beginning to initiate a break in the 
client’s cycle of social interaction char- 
acterized by unusual response, social 
rejection, unusual response, further 
social rejection, etc. 

Simple Acceptance and Recognition 
of Feeling. Simple acceptance and 
recognition of feeling, techniques em- 
ployed to facilitate the out-pouring of 
feelings, are generally accepted as the 
most effective techniques used in non- 
directive psychotherapy, those which 
most frequently lead to insight. We 
feel that this is not because the expres- 
sion of feeling (1.e., the catharsis it- 
self) is of value, but because it is 
through these techniques that the coun- 
selor is able to demonstrate his accept- 
ance of the feelings which the client 
has expressed. It is the acceptance of 
these feelings, not the expression of 
them, which gives the client release of 
tension and enables him to see his situa- 
tion in a new light. Thus Curran(2) 
found in his intensive analysis of the case 
of Alfred that insight primarily follows 
out-pourings of material of negative 
emotional content, colored by such at- 
titudes as hostility and self-criticism. 

When simple acceptance and recogni- 
tion of feeling are used as means to 
convey “‘acceptance,” responses of sim- 
ple acceptance probably occur much 
more frequently than responses recog- 
nizing feeling. When these two types 
of response are used with the purpose 
of helping the client to arrive at an in- 
sight, responses which recognize feel- 
ing tend to predominate and they are 
much more likely to be subtly directive, 
since the counselor tends to use recog- 














nition of feeling as a means of pointing 
out or emphasizing the implications of 
the feelings expressed by the client. It 
would seem to us that as long as simple 
‘“m-hm’s” convey the notion of accept- 
ance that they perhaps have a greater 
chance of being successful than re- 
sponses which recognize feeling. They 
avoid the dangers of non-acceptance in- 
herent in even subtle directiveness while 
responses designed to recognize feel- 
ing may miss some of the finer nuances 
of feeling which the client is express- 
ing. In this connection it might be 
noted that Snyder(8) in his study of six 
complete counseling cases found that 
insightful client statements most fre- 
quently followed counselors’ responses 
of simple acceptance. Responses recog- 
nizing feeling require considerable sen- 
sitivity on the part of the counselor as 
well as skill in formulating accurate 
verbal statements of the client’s feelings. 
Responses which recognize feeling 
would seem to be of most value when 
the client is somewhat unsure of him- 
self or of the counselor’s reaction, and 
needs the reaffirmation of acceptance 
afforded by the more active counselor 
participation involved in a_ response 
recognizing feeling. 

Beginning counselors frequently 
have considerable difficulty in respond- 
ing to the feeling of their clients, and 
when this happens there is a tendency 
for them to respond to the content of 
what the client is saying rather than to 
the feeling which he may be expressing. 
This type of response, while not neces- 
sarily detrimental to the therapeutic 
process, is at best irrelevant since it in 
no way demonstrates acceptance of the 
client. Such responses to content are 
frequently prefaced by a “You feel . . .” 
and the combination of this with the 
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response to content lends the interview 
an air of stereotypy and artificiality to 
which Thorne(10) has objected in the 
case reported by Snyder. Actually this 
kind of procedure seems to have no par- 
ticular dangers, and tends to be used 
more infrequently as the counselor be- 
comes more sensitive in the handling of 
his cases. However, when the experi- 
enced counselor responds to a tentative 
uncertain statement of the client with a 
blatant “You feel . . .,” it is usually an 
attempt on the counselor’s part to en- 
force the client-centered aspect of the 
interview. The counselor thereby em- 
phasizes the fact that the client is the 
one who must be responsible for him- 
self at a time when the client is most 
aware of his inadequacies. Conse- 
quently a “You feel” response under 
these circumstances may be rejecting 
and not helpful. When such a response 
is used to an extreme degree, together 
with a great deal of structuring, the 
client may fail to return for another 
meeting. 

Clarification of Feelings. The final 
group of counselor responses men- 
tioned, those which clarify the feelings 
expressed by the client, make up a 
technique which is supposed to serve 
the purpose of “assisting the client to 
understand himself” (Rogers, 7, p. 340). 
Used in this way, the responses in this 
category may become a distinct liabil- 
ity. However, if clarifying feelings 
(mirroring the feelings of the client 
more clearly than he was able to state 
them himself) is used merely to show 
that the counselor understands and ac- 
cepts the client’s attitudes, it may be a 
particularly satisfactory type of re- 
sponse because it demonstrates to the 
client that the counselor not only ac- 
cepts him but also that he understands 
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the client’s situation well enough to 
describe accurately the client’s feelings 
and attitudes in brief manageable 
terms. On the other hand, when the 
counselor uses skillful rephrasing to 
help the client to achieve insight, the 
client, as in the case of structuring, is 
extremely quick to sense the intention 
of the counselor, to respond to the non- 
acceptance inherent in the counselor’s 
desire to make the client change. The 
result is that the process of therapy is 
somewhat delayed. 

As a free expression of feeling on 
the part of the client is the by-product 
of the acceptance of the counselor and 
not of the counselor’s definition of the 
situation, so insight is also a by-product 
of the acceptance of the counselor and 
not the result of the counselor’s attempt 
to “help the client understand himself 
more clearly.”’ The client sees himself 
and his attitudes in new relationships 
because he is in a new and different sit- 
uation. Hence insight does not initiate 
the new mode of behavior nor provide 
the basis for it. It is simply one of the 
manifestations of the fact that the 
client is having new types of experience. 
His attitude and his behavior have met 
with acceptance instead of with the 
usual disagreement or disapproval to 
which he has become accustomed. The 
client’s behavior outside of the coun- 
seling hour reflects the slight resultant 
modifications in his attitudes and feel- 
ings and as others respond more favor- 
ably to him, he finds himself more and 
more frequently in satisfying relation- 
ships. He begins to look at himself 
differently, to see new and different fac- 
tors in his relationships with others and 
the number of his insightful statements 
tends to increase very rapidly toward 
the close of the interview series. Thus 
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Raimy(5) found that self-acceptance, 
(a more positive valuation of the self) 
and insights tend to occur as therapy 
progresses, and Snyder(8) found that 
the number of “insightful” statements 
increases rapidly toward the end of the 
counseling series. 

Non-directive psychotherapy, then, is 
a process wherein the acceptance of the 
counselor is demonstrated from the very 
beginning by the appropriate use of 
“simple acceptance,” ‘recognition and 
clarification of feeling.” When therapy 
is carried on with the recognition that it 
is the acceptance itself which is impor- 
tant, and not acceptance as a means of 
promoting catharsis or insights, therapy 
progresses with a smoothness and swift- 
ness which is even more incredible than 
that of the cases handled in the manner 
described by Rogers.*. We would con- 


3. Thus, in our experience in a first interview, 
a homesick girl in a freshman dormitory, with 
a long history of extreme neuroticism fostered 
by her father, described her refusal to eat and 
her constant weeping as a means by which she 
would give her father an excuse for taking her 
back home. In almost the next breath she com- 
pared her situation to that of a swimmer thrown 
into the middle of the stream. uncertain of 
which bank to swim for. She described the one 
bank as being familiar, but offering no oppor- 
tunity for the things she had always wanted for 
herself (a family and home of her own); the 
other bank held all of the terrors of the un- 
known, but afforded all that was necessary for 
the fulfillment of her wishes if she herself were 
capable of wresting them. Another freshman 
who had taken to her bed with “electrical cur- 
rents around the navel,” recommended for hos- 
pitalization, in her first session described her 
difficulty as having arisen since she went away 
to college because the activities and interests of 
the other girls were diametrically opposed to 
those of her parents and family, and whenever 
she participated in them, she felt herself being 
torn more and more away from her family. A 
third girl who had been threatening suicide if 
she were not given another room-mate, and who 
had been waking in the night “to scream at the 
world” found all of the help that she needed in 
one session. She was able to say of herself that 
she was fearful that the other girls would not 
accept her, and that it was a fear of her own 
abilities to get along with others which was 
bothering her, instead of a fear of being iden- 
tified with her room-mate who had a repulsive 
physical condition. After one session, each of 














NON-DIRECTIVE PSYCHOTHERAPY 67 


sider all attempts by the counselor to 
guide or to throw light by indirection 
and rephrasing as essentially contrary to 
the basic tenet of non-directive psycho- 
therapy.’ Non-directive psychotherapy, 
if it is to be effective, i.e., if it is to be 
accepting of the client, must be non- 
directive and it fails or blunders seri- 
ously when it attempts to be even subtly 
directive (to help the client get insights ), 
since even subtle direction may destroy 
the client’s feeling that he is accepted by 
the counselor. 


CONCLUSIONS 


Non-directive psychotherapy as here 
described does not merely represent 
another method, another elaborate 
ritual of counselor technique as implied 
by Thorne(10), but is actually an en- 
tirely new conception of the dynamics 
of psychotherapy. It does not rest upon 
the old conceptions that the counselor 
must secure enough information about 
the client to interpret the client to him- 
self and finally force this interpretation 
upon the client in such a way that the 
client accepts this interpretation and 
acts upon it.* Neither does it rest on the 
view that “insight is the keystone of the 


these girls showed so much improvement that 
the change was commented on by her friends in 
the hall and the proctors. Three weeks after 
the initial contact it would have been impossible 
to pick out any one of the three as having had 
behavior disturbances. The third girl became 
one of the happiest and most effective girls in 
the hall. 

4. In our opinion, in cases where it is only 
the self-integrative or self-acceptance needs 
which are involved, psychoanalysis and other 
therapies are successful to the extent that the 
therapist finally conveys his acceptance to the 
client. The therapeutic process in these cases 
is time consuming and is a disturbing experience 
in itself because the acceptance is not a primary 
goal and, hence, is achieved only haphazardly 
and indirectly. The therapist seems to the client 
to gravitate between an accepting and a non- 
accepting role. 


process of therapy” (Rogers 7, p. 331).° 

Therapy is effected in a non-directive 
relationship by placing the client in an 
accepting environment, in a situation 
where he is permitted to make the be- 
ginnings of a new and better adjust- 
ment and it is from this seedling ad- 
justment that his latter total readjust- 
ment eventuates. Hence, this theory of 
the dynamics of psychotherapy consti- 
tutes a definitely new system, not 
merely a new method of psychotherapy. 
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5. In some situations the patient is as much 


aware of what is wrong with him (objectively 
speaking) as the counselor. However, the solu- 
tion to the problem is not in terms of this in- 
sight. 
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INTRODUCTION 


In medical terminology, a palliative 
is a remedy or technique which reduces 
the severity of a pathological condition, 
affording relief but not cure. Pallia- 
tives are prescribed in an effort to re- 
duce the pain or unpleasantness or in- 
volvement to a point where the condi- 
tion becomes bearable and the patient 
is no longer psychologically incapaci- 
tated. The clinician understands clearly 
that the palliative is not a specific cura- 
tive agent but has value in diminishing 
or relieving the intensity of the symp- 
toms. Thus in any given treatment 
situation there may be administered 
(a) specific remedies with known cura- 
tive value, and (b) palliative agents in- 
tended to afford symptomatic relief but 
not cure. The general purpose of pal- 
liation is to reduce the severity of un- 
pleasant symptoms until such time as 
Nature or some specific remedy effects 
a cure. Rational therapy therefore de- 
pends upon a combination of symp- 
tomatic palliation and specific therapy 
directed against the ztiological patho- 
logical process. 

We believe that there are clear in- 
dications for the use of palliation in 
psychotherapy. There are many clini- 
cal situations in which it becomes neces- 
sary to attempt symptomatic relief be- 
fore undertaking more specific pro- 
cedures directed against the underlying 
psychopathological condition. As long 
as the clinician has rational insight into 
the therapeutic nature or objectives of 
the techniques which he is using, there 
would seem to be no basic objection to 
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the expedient use of methods which af- 
ford symptomatic relief and thereby 
facilitate the operation of specific cura- 
tive therapy. Much of the dissatisfac- 
tion which has resulted from the thera- 
peutic use of such “surface” methods 
of treatment as reassurance, persua- 
sion, suggestion and other directive 
techniques may be explained on the 
basis of a lack of understanding con- 
cerning their indications and _ limita- 
tions. If it is clearly recognized that 
certain methods operate primarily as 
palliatives and have little or no specific 
therapeutic action, then the clinician 
will become more discriminating con- 
cerning the situations in which he at- 
tempts to apply them. There is an ur- 
gent need for controlled research con- 
cerning the indications and limitations 
of methods which have frequently been 
indiscriminately used. The objective 
of this paper is to review for the stu- 
dent of clinical psychology certain 
theoretical and practical considerations 
concerning the use of palliation in psy- 
chotherapy. 


INDICATIONS FOR PALLIATIVE 
METHODS 


Major Crises in Adjustment. There 
are many individuals who are so poorly 
integrated and lacking in resources for 
withstanding environmental _ stresses 
that life is a succession of crises. The 
client periodically reaches a climax of 
frustration in which everything goes 
wrong and he is “at his wit’s end” in 
knowing what to do next. In such 
situations intense emotional reactions 
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supplant the intellectual responses 
which have been ineffectual in solving 
the problem and the client may become 
so excited and agitated that no rational 
attack upon the situation is possible. 
The client may engage upon a frantic 
course of trial-and-error behavior or 
may commit some extreme action which 
only exaggerates his difficulties. 

Palliative measures are usually effec- 
tive in carrying the patient over his 
most agitated moments until the climax 
of difficulty has been passed and he 
once more becomes capable of efficiently 
mobilizing his resources for a more ra- 
tional attack upon his problems. Every 
clinician is familiar with the anxious 
patient who telephones at 4 A.M. to 
secure help after spending several 
sleepless hours contemplating prob- 
lems which no longer seem bearable. 
There is also the patient who comes 
to the office in a. distraught state 
with complaints which are so insistent 
that something must be done immedi- 
ately. In such situations, reassurance 
and simple directive therapy are usually 
effective in alleviating the most urgent 
symptoms and in carrying the patient 
over until such time as a more basic 
approach can be attempted. 

Case 1. J. L., female, age 23, married, 
one child. She is a constitutionally inade- 
quate but physically attractive woman who 
looks more like a 15-year-old girl than a 
matron with a 5-year-old daughter. She en- 
joyed continuous poor health as a child and 
was overprotected and regulated by an emo- 
tionally unstable mother who had had hys- 
terical episodes in earlier life whenever she 
was separated from her husband. On her 
marriage at age 18 to an ineffectual constitu- 
tionally inadequate farm boy she began to 
complain of a wide variety of psychosomatic 
complaints whose intensity was directly re- 
lated to her problems in life. She habitually 
used her complaints to gain her husband’s 
sympathy, force him to wait on her, and ex- 


cuse her from carrying on her household 
duties. 

In 1943 her complaints suddenly became 
greatly intensified when her husband was 
placed in group 1A and it appeared that he 
might be inducted into the army. Her con- 
dition became so bad that it seemed wise to 
attempt to secure her husband’s deferment, 
which was done. She improved slightly as 
psychotherapy gave her some insight into 
the nature of her complaints but still con- 
tinued to insist that she would die or go 
crazy if he ever left her. 

In May, 1945 her husband was reclassified 
as 1A. The day he was ordered to report 
for induction he left home expecting to be 
given a 14-day leave before actually being 
sent to camp. However, he passed his 
examination and was sent to camp that day 
without having had opportunity to com- 
municate with J. L. who went into hysterics 
late that night when he did not return home. 
Since she was living in a little shack two 
miles from the nearest town it seemed wisest 
for her to return home to her family who 
were willing and able to take care of her. 

Since May she has been in a continuously 
upset state all the time. She went on a 
simulated hunger strike and took to her bed 
stating that she would die unless the Army 
released her husband. She has visited all the 
neighboring physicians, ministers, Red 
Cross and other agencies insistently request- 
ing their help in securing her husband’s re- 
lease immediately. 

The only thing she can think of is to get 
her husband back. After a few minutes of 
conversation on other topics she always 
comes back to the same question. Any 
method of therapy which does not deal with 
this problem is rejected and ineffectual. 

She has been carried along with palliation 
in the form of efforts to secure the husband’s 
release, keep her busy as much of the time 
as possible, symptomatic treatment, etc. Non- 
directive techniques were attempted during 
five interviews but were discontinued when 
it became apparent that repeated expressions 
of her feelings and attitudes were producing 
no improvement but on the contrary mak- 
ing her worse. She could work herself up 
into a state of great agitation whenever she 
was allowed to get started on her troubles. 


This patient has been carried along 
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for four months simply by the use of 
palliative methods. She has gradually 
become adjusted through the passage 
of time to her husband’s absence and is 
adjusting on physiologic if not on psy- 
chologic levels. 

Minor Periods of Instability. In ad- 
dition to the major crises mentioned 
above, almost every person passes 
through transient periods of maladjust- 
ment and instability which can be ex- 
pected to resolve themselves spontane- 
ously without major psychotherapy. 
The therapeutic objective is to protect 
the patient from unwise or impulsive 
actions and to support his morale until 
environmental difficulties lessen and 
better judgment returns. In such situa- 
tions, it should be clearly recognized 
that the client’s personality is basically 
healthy and only needs temporary sup- 
port until such time as balance returns. 
Many psychotherapists overreact to 
transient instabilities and _ institute 
major treatment projects which are 
contraindicated and may even be dan- 
gerous. 

Case 2. M. W., male, age 46, married, 
power company employee. Was referred by 
family physician because of insomnia, 
anorexia and feelings of depression. The 
first interview quickly elicited the fact that 
his worries were related to a job situation. 
He had been working for the power com- 
pany with an excellent record for 25 years. 
In 1942 because of his good record he was 
advanced to the position of branch office 
superintendent where he was forced to as- 
sume major responsibility. He claims that 
he got along with this work very well until 
about six months ago began to have trouble 
with his immediate superior who appeared to 
be trying to place the blame on him for cer- 
tain errors which had been made. His boss 
brought matters to a head by writing a very 
unfavorable report to the home office re- 
questing that M. W. be transferred else- 
where because his work was unsatisfactory. 

As the result of worries over his personal 


relationships with his superior, M. W. began 
to entertain ideas of resigning his position, 
selling his home and moving elsewhere to a 
new job which he had heard of. Spoke 
vaguely of contemplating suicide. 

M. was counseled to do nothing until he 
knew exactly what he wanted to do. He was 
advised to go directly to the home office and 
discuss the situation with the president who 
had been friendly for years. Several other 
suggestions were made concerning how he 
might resolve his personal difficulties with 
the boss tactfully. 

A month later, M. W. reported back stat- 
ing that the company had transferred him 
back to a new and more congenial position. 
He is satisfied and has dropped his former 
intention of moving elsewnere. 


When an undesirable personality pat- 
tern appears to represent a direct reac- 
tion to known environmental stresses 
which can be expected to resolve them- 
selves in the near future either spon- 
taneously or through manipulations, 
there is clear indication for utilization 
of such palliative measures and direc- 
tive techniques as may assist the client 
in reaching a rapid solution to his prob- 
lems. Where the client is obviously on 
the wrong track or completely baffled 
as to the next step, we have no hesita- 
tion in outlining a plan of action which 
may not be perfect but which has the 
advantage of at least taking some posi- 
tive steps. Such patients are usually 
ready to try anything which offers a 
chance of success, and we have rarely 
encountered negative reactions such as 
antagonism or resentment from giving 
directive advice. Where no good plan 
of action can be outlined or where the 
patient seems loath to accept advice, we 
emphatically recommend that the client 
should do nothing until he is absolutely 
certain what he wants to do. 

Insoluble Problems. There are many 
clinical situations which seem impos- 
sible of any satisfactory solution. After 
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the client has achieved free expression 
of feeling and secured insight, the 
situation may still be at an impasse be- 
cause of unalterable reality. Some of 
the factors contributing to insoluble 
problems are (a) irretrievable mis- 
takes, (b) lost opportunities, (c) per- 
sonal tragedies, (d) constitutional in- 
adequacy, (e) chronic ill health either 
physical or mental, and (f) a large 
number of other situations over which 
the individual has little control. Some 
individuals appear to be “dogged by 
bad luck” or “born under an unlucky 
star.” They experience sequences of 
hardship and maladjustment through 
no fault of their own and about which 
very little can be done. 


Case 3. A. C., female, age 34, single, 
stenographer. Patient first seen in hospital 
at request of family physician. Had sud- 
denly become deeply depressed, refused to 
eat, attempted suicide by slashing wrist. 

Questioning quickly revealed that her 
troubles were directly related to broken 
romance. Had been “engaged” for twelve 
years. During the first few years had been 
deeply in love but gradually they got “used” 
to each other and her fiance grew more and 
more vague about his actual intentions. Dur- 
ing these years she had aged perceptibly and 
no longer was courted by other men. When 
she felt her hold on her fiance slipping she 
consented to extramarital relations in spite 
of deep religious convictions against them. 
Had relations on three occasions which were 
painful and mutually unsatisfactory. Mat- 
ters came to a head when she discovered that 
he was carrying on another affair with a 
young girl. She accused him of infidelity. 
He answered that he still loved her but his 
actions have indicated that the affair is over. 

A. C. was determined to leave the state, 
enter the WAC, and get away from unhappy 
memories. She was advised against joining 
the WAC because of her emotional instabil- 
ity but attempted to do so and was rejected 
when the recruiting officers discovered her 
motivations. Was carried along with pal- 
liative therapy until she regained her balance 
and a desirable new job opened up. 


Impression: Mild reactive depression in 
an otherwise healthy personality. 


It is valuable to provide support 
through difficult periods of adjustment 
by the use of palliative and other meth- 
ods which protect the patient against 
impulsive actions and lessen the acute 
unpleasantness of the total situation. 

Distressing Symptoms. It is fre- 
quently necessary to palliate distressing 
symptoms before attention can be 
directed to basic ztiologic causes. Re- 
cent literature has stressed the import- 
ance of treating underlying causes 
rather than symptoms, and some clini- 
cians have gone to the extreme of 
ignoring symptoms on the assumption 
that the symptoms will automatically 
disappear if the basic ztiological fac- 
tors are alleviated. In many instances, 
patients are told that their symptoms 
are only “nervous” and to pay no atten- 
tion to them. Such methods of handl- 
ing distressing complaints are bewilder- 
ing to the patient and may result in loss 
of rapport. 

It is sound psychotherapy to palliate 
distressing symptoms or presenting 
complaints before dealing with more 
fundamental problems. 

Case 4. J. L., female, age 25, married, 
college graduate. Came for consultation 
concerning marriage problem. Was very 
bitter over a fancied injustice committed by 
her husband who caused her to be examined 
by a psychiatrist by trickery following a 
period of emotional instability related to 
domestic troubles. She resented the impli- 
cation that she was considered a mental case. 

An impartial investigation revealed that 
her behavior had been so unreasonable that 
her husband had become distraught himself 
and had thought up a rather far-fetched plan 
of having her observed by a psychiatrist. 
He felt that secrecy was the only method of 
obtaining the examination since he felt that 
she would have been provoked into a rage 
by open mention of the matter. His inten- 
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tions were good if his methods were some- 
what questionable. 

Before any progress could be made in 
dealing with the underlying personality 
problems responsible for their maladjust- 
ment, it was necessary to spend much time 
alleviating her bitterness and negativism. 
Finally, by previous arrangement with her 
husband to whom the situation had been ex- 
plained, an open rebuke was administered to 
him in her presence. She became mollified 
through this action which allowed her to 
save “face.” The counseling then proceeded 
amicably to a mutually agreeable resolution 
of contentions. 


It is a matter of practical judgment 
in determining when and how it shall 
be expedient to deal with symptoms 
which must be handled effectively if 
therapy is to progress satisfactorily. It 
is frequently enough if the clinician 
merely “appears’’ to be doing some- 
thing about the complaints which dis- 
turb the client most. As the treatment 
progresses the presenting complaints 
are frequently completely lost sight of 
as the client gains perspective and in- 
sight into the total pattern of malad- 
justment. 


THE TECHNIQUE OF PALLIATION 


Supportive Therapy. It may be valu- 
able to utilize palliative methods in 
carrying the client over the acute period 
of his disorder until a long-term pro- 
gram can become effective. Where the 
details of a long-term program involv- 
ing complex environmental manipula- 
tions require a relatively long period of 
time for their accomplishment during 
which the client derives relatively little 
relief and sees little being accomplished, 
supportive therapy is definitely indi- 
cated. 

Case 5. J. M.; male, age 27; married, 2 
children; medically discharged veteran. Pre- 


vious to military service had never held a 
steady job; worked on WPA and as part- 


time janitor. One of three brothers of which 
he was the smallest and most ineffectual. 

Drafted in 1943. After less than 30 days 
service, developed a severe anxiety hysteria 
with hysterical blindness, generalized feel- 
ing of numbness and weakness, atypical 
darting pains in chest and abdomen, extreme 
nervousness and emotional instability. Was 
given CDD after only 88 days of active duty 
with a diagnosis of psychoneurosis, anxiety 
hysteria. On return to civilian life obtained 
mill job at which he worked only a short 
time before suffering acute attacks of anxiety 
which incapacitated him. He was given a 
leave of absence from his job and went home. 
Has not worked since. 

Made a claim to the Veterans Administra- 
tion and was granted 10% disability (about 
$11 per month). Has lived on this since 
then with occasional small assistance from 
other agencies. Has been around to the Red 
Cross, the American Legion, the U. S. Em- 
ployment Service and several other agencies 
seeking aid. Each agency has received him 
with open arms and promises of help which 
usually fail to materialize when they find 
out what his mental condition is. Every- 
body tells him that he should have 100% dis- 
ability and that he is not getting a square 
deal. 

He has become desperate over family 
finances. The finance company will soon 
take most of his furniture. He owes bills to 
many tradesmen. Is several months behind 
in his rent. Openly expresses a desire to 
enter a Veterans’ hospital so that the gov- 
ernment will have to support his family. 

He says: “They can’t do this to me. This 
is America in 1945. I am a veteran. I was 
all right before I joined the army and now 
look at me. I can’t work (grimaces as if in 
great pain and clutches his side). Somebody 
has got to help me. It’s not fair. The gov- 
vernment has got to take care of me. 

Therapeutic Program: It was immediately 
apparent that no improvement could be ex- 
pected until his financial status had been im- 
proved to the point where his family was 
taken care of and a basic motivation for con- 
tinuing psychoneurotic behavior had been 
disposed of. Arrangements were made for 
him to work 4 hours a day at light garden 
work to start with. His disability allowance 
was increased to $34.50 per month. Sedation 
and vitamin B was prescribed in an attempt 
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to reduce nervous instability. He was en- 
couraged to secure another job with longer 
hours and higher pay. Palliative measures 
involving reassurance, suggestion and symp- 
tomatic treatment were utilized until the 
major rehabilitation program was gotten 
under way. He now has greater insight into 
the psychogenic nature of his disorder and 
is beginning to help himself. 


In the treatment of psychoneuroses 
and other conditions where improve- 
ment is slow and an intensive program 
of psychotherapy and_ rehabilitation 
must be followed, it is important to 
facilitate the major objectives by pal- 
liating the symptoms and complaints 
which seem momentarily urgent to the 
client. Anything which improves rap- 
port and supports the patient through 
a difficult period of adjustment has 
value. There would seem to be no ob- 
jection to the use of palliative measures 
as long as their limitations and indica- 
tions are clearly understood. 

Symptomatic Treatment. The effec- 
tive handling of many cases may de- 
pend to large extent upon the degree to 
which the client is given relief from 
distressing complaints. It may be ex- 
pedient to compromise between what 
the clinician thinks is most important 
to treat and what the client considers 
to be his major problems. Although the 
psychologist may be correct in his 
evaluation of long-term factors in the 
total situation and may minimize the 
presenting complaints as being only 
symptomatic of underlying psycho- 
pathological conditions, such interpre- 
tations may seem to the patient to pro- 
vide little relief for his present difficul- 
ties. For example, a patient with a 
severe anxiety reaction may be most 
concerned with the alleviation of his 
symptoms, whereas the clinician may be 
most concerned with removing the un- 


derlying ztiological factors. It may be 
good psychotherapy to treat the patient 
on both symptomatic and ‘‘deep” levels 
so as to afford temporary relief until 
major therapy has a chance to become 
operative. 

There has been a discernible tendency 
in modern impersonal medical center 
type of practice to minimize the im- 
portance of the patient’s feelings in the 
effort to be completely scientific and 
objective. Either the patient comes to 
be viewed coldly as simply another 
biological organism which is run 
through the therapeutic mill with an 
impersonal number attached, or he is 
handled according to the clinician’s con- 
cept of “what is best for him” irrespec- 
tive of individual feelings. There has 
been a trend in the direction of mini- 
mizing the “art” of psychotherapy be- 
cause of a rigid devotion to the 
“science” of psychotherapy. The per- 
sonal factor in human relations is still 
perhaps the most important in spite of 
the value of great scientific contribu- 
tions. The clinician who thoroughly 
understands and ministers to the subtle 
needs and feelings of the patient will 
inevitably be more effectual than the 
person who is rigidly impersonal and 
scientific. Symptomatic treatment is an 
important tool in the therapeutic arma- 
mentarium and merits the most careful 
attention. 

The value of symptomatic treatment 
may be illustrated in connection with 
the large group of constitutionally in- 
adequate psychoneurotics who consti- 
tute a very difficult problem for ariyone 
who attempts to deal with them. These 
patients suffer from a wide variety of 
functional complaints which no treat- 
ment seems to help. They move from 
doctor to doctor being treated by all 
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known methods to no avail. Not only 
are they very demanding of the time 
and attention of the doctor, but it is 
also almost impossible to satisfy their 
needs. As a prerequisite for any major 
plan of therapy it may be necessary for 
the clinician to plan to provide enough 
attention and sympathy to satisfy their 
needs for emotional support. Noihing 
can be accomplished if the clinician 1s 
impatient and so heedless of their needs 
that he loses rapport and drives them 
off to another counselor. 


Case 6. Mrs. J. C., age 42, high school 
graduate, one child. For years she has been 
preoccupied with her health. She visits one 
physician after another with principal com- 
plaints of severe frontal headaches, vague 
lower back pain, and feelings of lassitude and 
fatigue. Each course of treatment begins 
with the doctor being very attentive and con- 
siderate but after she has visited his office 
several times a week taking up anywhere 
from 30 to 45 minutes relating her difficulties 
in detail, he usually becomes so abrupt and 
irritated in his manner that she seeks another 
person to listen to her troubles. Over a 
period of years she has received all kinds of 
treatments from massages to high colonic 
irrigations, all without any alleviation of her 
symptoms. 

On being referred for psychiatric treat- 
ment, it becomes evident that she has a great 
need for attention, emotional support and, if 
available, affection. Just for an experiment, 
the nondirective method of counseling was 
utilized in nine consecutive interviews at the 
end of which time she was still expressing 
and clarifying the same feelings as had been 
produced during the first interview. Her 
productions all had a monotonous similarity 
with infinite variations of the same theme 
that (a) she felt her husbard was so incon- 
siderate, (b) she did not see how anyone 
could stand such headaches without going 
crazy, (c) something would have to be done 
for her, and (d) she feels that she would get 
better if only she could find someone who 
understands her condition. Consultation with 
previous physicians revealed that her com- 
plaints had been the same for several years. 

The plan of treatment was then changed 


to a directive attempt to interpret the rela- 
tion between emotional factors and somatic 
symptoms, and to give her a philosophy of 
accepting and making the best of things she 
could not change. She still demands much 
attention and makes frequent visits to discuss 
her latest symptoms. These talks give her 
enough relief so that she is able to carry on 
her routine domestic duties on a fairly stable 
level. 


Another example of the value of 


symptomatic treatment concerns the | | 
maintenance of inmate morale in insti- | ~ 


tutions of all types. It is necessary to 
maintain an atmosphere of hope even in 
custodial institutions where there is lit- 
tle prospect of eventual release for any 
inmate. At the Brandon State School, 
which is a 400 bed institution for men- 
tal defectives, epileptics and psychotic 
children, some hope of going home is 
held out to all children. Inmate morale 
is maintained by several methods in- 
cluding an honor roll whereby children 
with long periods of good behavior are 
rewarded in one way or another. How 
important even the slimmest chance o{ 
discharge is to individual children is 
revealed in the following abbreviated 
sketches illustrating typical patterns of 
behavior. 

Even though he has not heard from any 
relative in more than 25 years, A stops the 
doctor at least once a week with an urgen: 
request to contact his father whose where- 
abouts is unknown. He seems satisfied on 
being solemnly reassured that probably « 
letter will come next week. 

B is a 35 year old female imbecile whe 
never sees the doctor without asking the doc- 
tor how her record is getting along. She 
goes on with a happy smile when assure¢ 
that her record is excellent. 

C is a mischievous 9 year old boy with 2 
mental age of 6 years. He never sees the 
doctor without asking to have an appoint- 
ment for a personal interview the next day 
to discuss his progress. When given an op- 
portunity to discuss his problems on the 
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spot, he postpones the talk until the next day. 
The thought that he can always see the doc- 
tor the next day seems to satisfy him com- 
pletely. 

D is a female moron age 33 who never 
passes the doctor without giving him a note 
requesting the doctor to contact some mem- 
ber of the family, find out why they are not 
writing, asking if she can go home, etc. 
She is relieved by the fact that she has done 
something even though nothing is ever ac- 
complished in carrying out her requests. 


As long as such custodial patients 
think there is some hope for the future 
they are content to live along from day 
to day, while a definite statement that 
there was no hope would plunge them 
into blackest despair. They are carried 
along by palliative methods which seek 
to alleviate pressing symptoms as they 
arise with clear recognition of the fact 
that the basic problem is insoluble in 
the sense that such custodial patients 
can never achieve the freedom which 
they desire. 

Masterful Inactivity. In clinical 
situations where it is desirable to recog- 
nize the existence of pressing com- 
plaints about which it seems wise to do 
nothing, it is usually possible for the 
clinician to delay definite action 
through a plan of treatment which alle- 
viates the anxiety of the client without 
actually accomplishing anything. There 
are many different methods whereby 
definite action is postponed without dis- 
turbing rapport with the client or los- 
ing his confidence. 

Perhaps the simplest technique of in- 
activity is to recognize a complaint by 
giving vague assurance that action will 
be taken at some indefinite time in the 
future. The date for taking action may 
be indefinitely postponed by offering 
plausible explanation for delay when- 
ever the client seeks to precipitate some 
action. We use this method extensively 


with institutional inmates who desire 
to be discharged or to have some other 
temporarily unfeasible change made. In 
an institutional situation where all in- 
mates theoretically have some chance 
for discharge, it may be desirable to 
stimulate good behavior by vaguely in- 
timating that the inmate has some 
chance for discharge at an indefinite 
date which cannot now be determined. 
As long as the inmate considers him- 
self to have even the slightest chance 
for discharge he has some incentive 
toward good conduct. 

Case 7. S. J., male, age 14, mental age 
9-2, inmate of state school for mental defec- 
tives. S. is an orphan who was committed 
to the state school following an unfortunate 
adoption experience in which the foster 
parents rejected him completely when they 
discovered him to be mentally deficient. He 
is a vigorous, healthy, rather attractive boy 
with a long record of mischievous conduct. 

In 1944 his conduct record at the school 
suddenly became much worse. He became 
rude, disrespectful, aggressive toward other 
boys and destructive. After patient inves- 
tigation it was finally discovered that some- 
one had told him that he would never be dis- 
charged from the school because he had no 
relatives to go home to. He was reassured 
that this was untrue and that he would be 
treated the same as any other boy when his 
record warranted consideration. He con- 
tinues to ask about his discharge and seems 
satisfied with vague promises which may 
take years for fulfillment. 


Reassurance. Many patients derive 
emotional support from simple reassur- 
ance given to combat anxiety and fear 
of the unknown. The recent compre- 
hensive evaluation of the therapeutic 
effects of reassurance by Andrews(1) 
summarizes the indications and use of 
this method. It is here necessary only 
to mention that any method is valuable 
which enables a person to tolerate and 
live through periods of tension and 
stress. 
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Desensitization. One of the values 
of both directive and non-directive 
methods of therapy is the emotional 
desensitization which results from the 
free expression and acceptance of feel- 
ings and emotions. Dorcus and Shaffer 
(2) have summarized the therapeutic 
values of desensitizing methods. 

Suggestion. It is not the purpose of 
this paper to discuss the utilization of 
suggestion techniques in detail. Suf- 
fice it to indicate that suggestion tech- 
niques have long constituted a basic 
method of palliation and are widely 
used in medical and psychiatric therapy 
today. The use of suggestion may be 
indicated when distressing symptoms 
are clearly of functional psychogenic 
origin. If the clinician clearly recog- 
nizes the indications and limitations of 
suggestion techniques, they may be of 
value in securing enough symptomatic 
relief so that more basic therapy has a 
chance to operate. Here again, much 
of the dissatisfaction with suggestion 
as a therapeutic method has resulted 
from its uncritical use without clear 
recognition that it operates primarily 
on symptomatic levels as a palliative 
and exerts little or no effect upon deeper 
etiological factors. 

Non-directive methods. As Rogers 
(3) has pointed out, non-directive meth- 
ods are primarily suited for the coun- 
seling of normal people and may not be 
indicated with special groups such as 
mental defectives, psychotics, severe 
neurotics, etc. However, it may be 
pointed out that such methods may be 
used for palliative purposes with these 
special groups with a clear understand- 
ing that no specific therapeutic action 
is expected. It may be extremely useful 
to handle the mentally disordered pa- 
tient with non-directive methods until 


such time as rapport is established, the 
practical details of environmental regu- 
lation achieved, and the time becomes 
more suitable for application of direc- 
tive methods. It may be very con- 
venient for the psychologist to assume 
a completely non-directive role until 
such time as utilization of other meth- 
ods is indicated. 


Case 8. H. M., male, age 21, single, high 
school graduate. Fourteen months ago was 
given medical discharge from the army with 
a diagnosis of psychoneurosis, severe. Had 
broken down after 15 months service in the 
army, and was finally sent home after being 
observed for 6 months at a base hospital. 
The details of these experiences are un- 
known except that he says the breakdown 
was brought on by overwork and insufficient 
sleep. 

Arrived home suddenly without having 
given warning to his widowed mother who is 
very unstable herself. She nursed him back 
to health and got him a succession of jobs 
as a farm laborer, each of which he lost be- 
cause of emotional instability disproportion- 
ate to stimulating causes. 

Three weeks before the first psychiatric 
consultation he came home and announced 
that he was all tired out. He retired to the 
living room couch and has been lying there 
since. Arises only to eat ravenously and t 
go to bed. Refuses to leave the house and 
to help his mother whose health is impaired 
by a recent stroke followed by an accident in 
which she broke her wrist. Several times 
he has lost his temper when she asked him 
to help her and acted in such threatening 
manner that she became hysterical and de- 
manded that he be institutionalized. 

H. M. showed an incooperative attitude 
from the beginning of the first interview. 
Sensing marked negativism, he was handled 
by nondirective methods until arrangments 
could be made for transfer to a veterans 
hospital. This was accomplished without 
any disturbance. 


DISCUSSION 


Rational therapy must depend upon 
a realistic knowledge concerning the 
validity and limitations of different 
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therapeutic methods in specific situa- 
tions. This is an era in which it has 
become popular to emphasize the exac- 
titude of modern science. Advertising 
related to the medical sciences has de- 
picted the doctor and his assistants in 
white, working in spotlessly clean labo- 
ratories, using qualitative and quanti- 
tative methods of great exactitude, and 
applying the results of research with 
great precision. One of the results of 
this type of advertising propaganda is 
that the layman gets the impression 
that modern therapy is much more ex- 
act and more highly perfected than is 
actually the case. Any practitioner who 
has had long experience with medical 
therapy will admit that there is fre- 
quently a wide discrepancy between the 
ideal exactitude of the textbook and the 
“rule-of-thumb” prescribing which 
takes place practically. The field of 
clinical psychology needs to establish 
investigatory groups such as the Coun- 
cil on Pharmacy and Chemistry of the 
American Medical Association whose 
function it is to conduct impartial ob- 
jective investigations concerning the 
validity and reliability of new tests and 
methods of treatment. The determina- 
tion of the validity of any new test or 
therapeutic method is a very compli- 
cated problem for whose solution there 
exist today only informal and inexact 
methods of investigation. 

The human organism possesses great 
curative and reparative powers which 
if allowed to operate under optimum 
conditions will spontaneously correct 
many minor pathological processes. In 
medical practice one of the principal ob- 
jectives of treatment is to facilitate nor- 
mal reparative processes by providing 
optimum conditions for cure, i.e., pal- 
liating by reducing the severity of 


troublesome symptoms. Although many 
thousands of drugs with useful phar- 
macological action are known to medi- 
cine, only a small group are specifics, 
1.e., drugs with specific curative action 
for a specific disease. Even with drugs 
with proven specific action, there occur 
wide variations in potency and action 
in individual cases, 1.e., the sulphona- 
mides and penicillin show great fluctua- 
tions and are not uniformly effective in 
individual cases. By analogy in psycho- 
therapy, it may be stated that there are 
very few known specifics which can be 
demonstrated to have specific curative 
actions in treating neuropsychiatric dis- 
orders. Many methods are valuable 
primarily for their palliative action in 
establishing optimum conditions for 
natural recuperative processes or for 
more specific psychotherapy. It is of 
the utmost importance for the psycho- 
therapist to know exactly what he is 
doing when he chooses any specific 
method. 

Snyder(4) has recently expressed dis- 
may Over an opinion expressed by us 
in a previous paper(5) to the effect that 
education and therapy are not precision 
techniques and that many patients will 
get well “in spite of’ what is or is‘not 
done for them. Snyder expresses the 
hope that “if psychotherapy is to be- 
come a tool that can be taught, every 
effort should be made to make it as 
clearly as possible ‘a precision instru- 
ment.’’’ A number of important con- 
siderations suggest themselves in re- 
buttal of Snyder’s attitudes. First, it 
should be recognized that many psycho- 
logical maladjustments terminate them- 
selves spontaneously as the environ- 
mental situation which stimulated the 
maladjusted reaction is itself modified 
by the passage of time. It therefore 
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follows that many transient maladjust- 
ments will resolve themselves spontane- 
ously with the passage of time. Psy- 
chotherapy may facilitate the curative 
process by palliating the most acute 
symptoms and giving the client relief 
until such time as conditions improve. 
Second, we feel most emphatically that 
psychological diagnosis and therapy are 
still in such a primitive stage of evolu- 
tion that it is unrealistic to speak of 
utilizing current techniques as precision 
instruments. Many teachers of clinical 
psychology are quite rightly striving to 
quantify clinical methods with no little 
success in such fields as psychometrics, 
but it should be clearly recognized that 
many of our techniques do not work 
out as reliably in practice as they do in 
theory. Thirdly, it must not be for- 
gotten that almost all of the many psy- 
chotherapeutic techniques ranging from 
Coueism to non-directive counseling 
have achieved some therapeutic suc- 
cesses, the dynamics of which are by no 
means clear. The experienced clinician 
knows that many obscure functional 
illnesses respond as favorably to char- 
latanism as to scientific medicine. Any 
technique will produce dramatic results 
if it happens to be applied while nature 
is effecting a cure. It is our opinion 
that we need to be much more sophis- 
ticated in our evaluation of psycho- 
therapeutic methods. 


SUMMARY 


The purpose of this paper is to out- 
line some theoretical and practical con- 
siderations concerning the use of pal- 
liative methods in psychotherapy. The 
general purpose of palliation is to re- 
duce the severity or otherwise alleviate 
the client’s complaints or symptoms, 
affording relief but not cure, and 








thereby facilitating normal reparative — 
processes by providing optimum condi- — 
tions for cure. Palliative methods are — 
indicated in (a) major crises in ad- | 
justment where emotional instability or — 
other distressing symptoms require im- ~ 
mediate action to tide the client over his — 
climax of troubles, (b) transient — 
periods of instability where maladjust- 
ment is a direct reaction to environmen- — 
tal stress and the client is basically 
normal and healthy, (c) situations im- 
possible of satisfactory solution, and 
(d) for the treatment and relief of dis- 
tressing symptoms which must be at- 
tended to before more basic therapy 
can be effectively attempted. 
Examples are given of the clinica! 
applications of various methods of pal- 
liation. It is pointed out that it is fre- 
quently expedient to carry on therapy 
on symptomatic levels with a clear un- 
derstanding of the indications and 
limitations of the methods used. Rec- 
ognizing the importance of the persona! 
factor in human relations, it is sug- 
gested that the clinician should do 
everything possible to minister to the 
subtle personality needs and feelings 
of the client. Rational therapy does 


not preclude the use of palliative tech- | ~ 
niques operating exclusively on surface | — 
levels as long as their relation to | ~ 
more specific therapy is fully under- | — 


stood. At our present stage in the 
evolution of psychotherapeutic meth- 
ods, our greatest .reliance is still upon 
methods for providing optimum condi- 
tions under which the organism can 
effect a cure through the operation of 
natural processes. Psychotherapy is not 
yet a precise exact science and there are 
still wide discrepancies between theory 
and reality. 
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A QUICK METHOD OF ANALYZING THE SIMILARITY OF 
PROFILES 


FRANK M. DU MAS 


University of Denver 


INTRODUCTION 


The purpose of this paper is to intro- 
duce a simple, quick and objective 
method of arriving at a statement con- 
cerning the degree of similarity of one 
profile to another. There are many tests 
whose results may be put in profile 
form. Profiles have been constructed 
from scores obtained on aptitude, atti- 

' tude, interest, educational achievement, 
intelligence and personality tests. Re- 
cently, the Bernreuter Personality In- 
ventory(4), the Minnesota Multiphasic 
Personality Inventory(3), and the 
Wechsler - Bellevue Scales(1,2) have 
been found to yield fairly typical pro- 
files for diagnostic groups. The con- 
cept of profile types as indicative of 
specific personality disorders is inter- 
esting enough to warrant investigation 
and exploitation. The hard pressed 
psychometrician or clinician could well 
use an objective method of describing 
the similarity of one profile to another. 
The method presented in this paper is 
not an elaborate statistical procedure; 
it was not devised to be used as a preci- 
sion instrument; it should not be used 
when more exact measures are obtain- 
able and time permits their application. 
It was devised to be used by the psycho- 
metrician or clinician ‘on the job’ when 
a profile is difficult to categorize or an 
approximation of the degree of similar- 
ity of one profile to another is desired. 


METHOD 


The following definitions are neces- 
sary for a clear understanding of the 
method. A profile is a line connecting 
all adjacent score-points on a scale. A 


profile segment is a line drawn from 
one score-point to another adjacent 
score-point. Positive slope is present 
when the left score-point of a profile 
segment is closer than the right score- 
point to the bottom horizontal of the 
graph. Negative slope is present when 
the right score-point of a profile seg- 
ment is closer than the left score-point 
to the bottom horizontal of the graph. 
Zero slope is present when both right 
and left score-points of a profile seg- 
ment are equidistant from the bottom 
horizontal of a graph. The coefficient 
of profile similarity, rps, is a number 
which describes the similarity of one 
profile to another in terms of the slope 
of corresponding segments and is ob- 
tained from the formula: 


S 
ma =~*) (1) 


in which: S = the sum of correspond- 
ing profile segments which exhibit 
similar slope, and T == the total number 
of profile segments making up a profile. 

The following example is given to 
clarify the method. Let us assume that 
profile A in figure 1 is the profile ob- 
tained from the mean scores of 100 
schizophrenic patients. Let us also as- 
sume that profile B in figure 1 is the 
profile obtained from scores of an un- 
diagnosed patient. Our problem is to 
obtain the coefficient of profile similar- 
ity. This is most efficiently done in the 
following manner. 


Step 1. Inspect the profiles and make a 


vertical column of numbers representing 
corresponding profile segments in the order 
they occur from left to right. The bottom or 
largest number will be the total number of 
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Fic. 1. Three specimen profiles used to illustrate the example given in the text of 
a quick method of analyzing the similiarity of profiles. Profile A represents the mean 
scores of 100 schizophrenic patients, while profiles B and C are those of two individual 
patients which it is desired to compare with profile A. , 


profile segments, T. Label a second column 
A and a third column B and then tally the 
slope of the profile segments as positive (+), 
negative (—), or zero (0). 

Step 2. Label a fourth column S. Refer- 
ring to the segment numbers in the first 
column, place in column S a check mark 
(\/) by those corresponding smybols occur- 
ring in columns A and B which are similar 


(Step 1) (Step 2) 
Tally S 
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Step 3 is unnecessary if table 1 is 
available except when T = 21. Table 1 
was constructed by multiplying the 


and a cross mark (x) by those correspond- 
ing symbols which are dissimilar. Sum the 
check marks. This sum will be the number 
of profile segments exhibiting similar slope, 


Step 3. Obtain the coefficient of profile 
similarity by applying formula (1). Cal- 
culation of res by these three steps is shown 
in the following example: 


(Step 3) 


13 
res —2{ ——.50 =+ 73 
15 


For profiles A and C, res = —.60 


reciprocal of a T value by each S value 
equal to or less than that T value. To 
facilitate the description of similarities 





ee nee A had Sa Peat a 


Mit Dw 


















00°I+ 0z 
06+ 001+ 61 
¥ 0s+ 68+ 001+ 81 
OL+ 62+ 68+ OOT+ ZI 
07+ 89+ 8Z+ 88+ OOT+ 91 
OS+ 89+ L9+ 92+ 88+ OOI+ cI 
Or+ Le + 95+ SO+ SL+ 248+ 001+ bl 
Oe+ 8+ Pr+ ES + C9+ CL+ 98+ OOI+ eI 
OC+ Lo+ 8+ Wt OS+ 09+ 12+ S8+ 001+ ZI 
OV+ 9+ 2+ 62+ BE+ LH+ LS+ 69+ 8+ 001+ II 
0 SO+ I+ B+ St+ ef+ ee + HS+ L9+ 28+ OOT+ ors 


a OW+ E+ 0+ C+ BE+ OF + H+ O8+ OOT+ 6 
a. Se... © LO+ b+ 8+ C8+ SH+ 09+ 82+ OOT+ 8 
a mee a” ae we aoe & 80+ 240+ 20+ Wt 9+ SL+ OOI+ £ 
a ee”) Le ee ee” Fe ae Ge 60+ OC+ 8+ OF+ 12+ OOT+ 9 
eo ae oO ae” ae” a” 6 a ae ae eee S W+ St+ C+ 24+ It S 
we”) a a a S””|hl Le. ce! hl e”6 hc: oe” oe 3} w+ f+ 08+ O0T+ v 
ee ee” ee” ae ae ae ee ae oe oor oe Ae oe 8 07+ OS+ O0T+ ¢ 
a?) ae ae ae oe oe Ca” lal ae ee” lc e”6h Le ae” h6U6vael he 6S ee+ OOT+ Z 
ee ae ae ee ee ae ee ie” ee a on: ee i a a eo ee. Fs 001+ I 
00'I— 00T— 00°T— 00'T— 00T— 00T— 00'T— 00'T— 00I— 00 I— 00 T— 00'T— 00'I— 00'I— 00I— 00'I— 00I— 00 I— 00 I— 00'I— 0 


FRANK M. DU MAS 





02 or 8T ZI oT ST hI &T as IT or 6 8 Z 9 g b £ 2 [ 
mf 











apy oag 
ay} Gn Gusyou syuambas ayyosd fo (1) 4aquenu ayy 04 Gutssaf{aa vssvsqv J ays yyw UoIIaS49;U1 ayy 4D “44 {fo Pva4s PUD ‘S ayoULP4O ayy UO SF paurDy 
“GO ayy 24090] ‘agojs svprus Burpquyxa (¢$) Syuambas ajyosd fo saquinu ayy aunusajap ‘*44 uipjgo Of “Kpapymus apfoad fo syunoyfao) “{ aTav 


82 








195 ea RN SRR A 





ANALYZING SIMILARITY OF PROFILES 83 


a product of .50 was assigned a value 
of 0. A product of 0 was assigned a 
value of —1.00. All products below 
50 were given a negative sign and 
change by increments of .02, as: .49 = 
—.02, etc. Similarly, all products above 
50 are positive and change by incre- 
ments of .02. A product of 1.00 was 
assigned a value of +1.00. Formula 
(1) is more accurate than table 1 but 
table 1 will never be off by more than 
+.01. 

No hard and fast rules can be laid 
down for the interpretation of rps. In 
general we have found the following 
descriptions to carry the meaning of an 
obtained rps: of +.75—+1.00, very 
high similarity ; an rps of +.50— +.74, 
high similarity ; an rps of + .25—+.49, 
moderate similarity; an tps of O— 
+.24, low similarity. Any negative rps 
always indicates very low similarity. 

The disadvantages of the method are 
that it yields a rough estimate of the 
agreement of one profile to another and 
that its use by naive individuals may 
lead to unwarranted conclusions. The 
good judgment and training of the 
clinician must still bear a large part of 
the burden of interpretation. 

Within the boundaries prescribed by 
the limitations of the method it may be 
very useful. It requires very little 
knowledge of statistics to comprehend. 
Its use and application can be learned in 
a few minutes. It requires little time to 
apply. rps can be obtained in approxi- 
mately 45 seconds for a three segment 
profile ; 90 seconds for an eight segment 
profile; and 3-4 minutes for profiles of 
more than 10 segments. If table 1 is 
used even less time is required to ob- 
tain rps. It is applicable to almost all 
profiles. Most important, it may elimi- 
nate certain errors of observation. This 
is especially true when a profile (such as 


a Wechsler scattergram) has a rela- 
tively large number of segments. On 
casual inspection two profiles may ap- 
pear to be similar but closer inspection 
may reveal the second profile to be 
shifted one or two segments to the 
right or left. When this is true the ob- 
server may report a high degree of 
similarity when the relationship may 
actually be a negative one. 


SUMMARY 


An empirical formula was devised 
which yields a coefficient of profile 
similarity. This coefficient seems to 
assist in the objective comparison of 
one profile to another. The method is 
not to be used as a precise measure but 
rather as a way of arriving at a non- 
arbitrary statement of the agreement 
of one profile to another in terms of the 
slope of corresponding segments. The 
method is easily learned, simple and 
quickly applied. A table was con- 
structed which eliminates most calcula- 
tion and saves time in obtaining fps. 
The method is applicable to almost all 
profiles composed of linear segments. 
It seems to fill a real need of psycho- 
metricians and clinicians. 
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THERAPEUTIC ASPECTS OF THE PSYCHOLOGICAL 
INTERVIEW 


MARION McKENZIE FONT 


Tulane University School of Medicine 


Twice during recent months has this 
question been posed by interested social 
workers: “Do you do treatment—or 
testing?” And to each query the reply 
has been, “J interview.” Followed then 
an explanation of what the psychologi- 
cal interview contributed to findings 
obtained from testing procedure and 
observation of the patient, in the 
formulation of a diagnostic picture(7), 
and how in certain instances the inter- 
view might take precedence over both 
testing and observation because of 
therapeutic as well as diagnostic impli- 
cations. Explanation of one’s function- 
ing results in clearer perspective and 
verbalization brings to sharper focus 
that which was long implicit in one’s 
thinking. The therapeutic implications 
of the psychological interview seem to 
have gone unnoticed by clinical psy- 
chologists, although the psychologist’s 
contribution to individual diagnosis 
(through testing, observation and in- 
terview) is now an accepted fact not 
only in his own mind, but in the minds 
of psychiatrist and social worker who 
work with him as a clinic team. 

Kamman(11), speaking of the Ror- 
schach method as a therapeutic agent, 
makes a statement that psychologists 
might do well to ponder: “Since psy- 
chotherapy really begins when the pa- 
tient is first examined, any diagnostic 
procedure (employed by the physician) 
becomes in reality a therapeutic agent.”’ 
It is the purpose of this paper to discuss 
the psychological interview, a recog- 
nized diagnostic procedure, from the 
standpoint of its therapeutical implica- 


tions, under the designation of “short 
service therapy’—a concept borrowed 
from the field of social work. 

Social workers have for many years 
employed the term “short service case” 
to describe application of case work 
techniques in specific, usually acute, 
situations in which follow-up was not 
contemplated. Either an existing need is 
satisfied during short-service treatment 
or a gap is bridged between present 
crisis and referral to another agency 
equipped to handle the particular prob- 
lem. Successful treatment of the short 
service case calls for both skill and ex- 
perience, comparable to that necessary 
in successful work with the long-term 
or intensive case. The psychological in- 
terview, by bridging a gap between psy- 
chological examination and psychiatric 
appointment, and by satisfying exist- 
ing needs as indicated by the following 
examples, thus qualifies as a form of 
“short service therapy’ administered 
by clinical psychologists. 

(a) Not infrequently an intelligent 
patient with marked anxiety and many 
perfectionistic trends has such need to 
release tension that a considerable por- 
tion of the time appointed for psy- 
chological examination is devoted to the 
interview. Sometimes the patient talks 
of his problems at length, and much 
more fully during his visit to the psy- 
chologist than during previous inter- 
views with other clinic personnel. The 
recital often reveals the presence of 
guilt feelings, under guise of religious 
vows or self-imposed hardships. The 
interview in such cases comprises 
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largely the art of listening on the part 
of the psychologist. Yet knowing how 
to deal with the patient’s story so as to 
effect release of tension, forestall later 
guilt feelings because of having told too 
much, and give reassurance, satisfies 
an existing need of the patient to be 
accepted, and bridges the gap till his 
next appointment with the psychiatrist. 

(b) Treatment of a neurotic can be 
initiated only when he recognizes an 
area in which he can accept help. Those 
whose anxiety finds expression in vari- 
ous bodily symptoms and complaints 
may for a long time deny that anything 
is amiss in family, home, or work rela- 
tionships. One such patient was found 
during psychological interview to be 
greatly concerned over her complete in- 
ability to discipline and train an only 
child, and discussion revealed this 
recognized inadequacy to be an im- 
portant source of patient’s anxiety. 
Enabling this woman to verbalize her 
feelings regarding the child which she 
had repressed during previous visits to 
the psychiatric clinic, not only relieved 
tension but prepared the patient to ac- 
cept help in an area where she herself 
asked for assistance—thus satisfying 
an existing need and bridging the gap 
till the next clinic visit. 

(c) Many hyper-active children are 
insecure in their parent-child relation- 
ships in which unrecognized hostility 
and aggression may predominate. Psy- 
chological examination of such children 
is difficult, and formulation of results 
usually stresses the tentativeness of the 
conclusions drawn. Experience with 
such children has shown that testing 
procedure may be facilitated by allow- 
ing free play with two or three small 
toys (such as the doll and engine of the 
Binet test material when these are not 


used in the actual testing) before, dur- 
ing and after the examination. Focus- 
ing interest away from the examiner 
gives the situation a less tense and 
threatening atmosphere and renders the 
examiner more acceptable to the child, 
thereby enabling him to comply with an 
adult’s requests. The free play itself 
is usually revealing of much aggres- 
sion, which is released in a permissive 
environment, and leaves the child re- 
laxed and quiet during the remainder of 
the examination. With these children, 
an existing need to relieve tension and 
express aggression has been satisfied 
and a feeling of security in an adult- 
child relationship established, that is of 
therapeutic value. 

(d) Mathews(12), in discussing 
reading difficulties, mentions interpre- 
tation of the child’s problems and 
formulation of plans as therapy, say- 
ing: ‘With certain children, treatment 
involved relatively simple procedures. 
Sometimes the interpretation of the 
child’s limitations, his special interests, 
his reactions to success and failure, 
together with plans to meet these, was 
enough to permit the reading to pro- 
gress. With other children the problem 
was more severe.”’ . 

Interpretation of test findings on pa- 
tients seen on consultation basis, to 
private physicians, parents, or inter- 
ested agency, and recommendations for 
change of school, special instruction, or 
relief from pressure at home is a recog- 
nized phase of the work of most clini- 
cal psychologists. But some interpreta- 
tion of test results to the patient him- 
self, as part of the psychological inter- 
view, may also have definite therapeutic 
value and if carefully phrased will not 
encroach upon the field of the desig- 
nated therapist (physician, social 
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worker, or remedial teacher). The 
manifest, tearfully expressed relief of 
the child with a severe reading disabil- 
ity who has so often been scolded for 
stupidity, when the nature of his diffi- 
culty is explained to him, is but one 
example of therapy during psychologi- 
cal interview and has been known to 
initiate immediate improvement in 
social behavior and a new interest in 
school work even before the actual 
remedial reading program was begun. 
The increased self-confidence of the in- 
telligent adult patient with inferiority 
feeling because of lack of educational 
opportunities, when the difference be- 
tween intelligence and education is ex- 
plained to him and his good abilities 
pointed out, is another example of 
“short-service therapy” during psycho- 
logical interview. The patient himself 
may recognize the therapeutic aspects 
of the psychological interview, as 
shown by the spontaneous remark, “I 
feel so much better after talking with 
you.” 

The importance of clarifying the 
term “treatment” for the classroom 
teacher in order to make her part of an 
effective remedial reading program has 
long been stressed(2,6). It is even more 
important to clarify the term for the 
clinical psychologist, who employs 
therapeutic techniques, yet who fears 
the formal designation of his work as 
“therapy.”’ Clinical psychologists as a 
group, like the psychiatrists with whom 
they work as members of a team, know 
“only too well what the training to be 
a psychotherapist requires, and how 
few of the psychologists have it” (15)— 
if by psychotherapy is meant the inten- 
sive treatment and highly specialized 
techniques of the psychoanalyst. Inten- 
sive and long-term therapy by a psy- 
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chologist, however, is sanctioned by fel- 
low-psychologists and _ psychiatrists 
alike when it includes remedial tech- 
niques in tool subjects, applied to the 
“educationally sick” child or adolescent. 
The clinical psychologist is considered 
peculiarly fitted to undertake therapy 
in such instances because of “his knowl- 
edge of the neuroses and the possible 
effects of these upon verbal and manual 
skills’(8). This “knowledge of the 
neuroses” can be employed to good use 
during the psychological interview, to 
make it more effective both from a 
diagnostic and therapeutic standpoint. 
While it is not believed that in every 
instance the psychological interview in- 
cludes therapeutic aspects, the fre- 
quency of therapeutic implications 
should make the clinical psychologist 
increasingly aware of the necessity for 
highly developed skill in this important 
technique. 
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CLINICAL VALUES OF PROJECTIVE TECHNIQUES IN AN 
ARMY HOSPITAL 


SOL L. GARFIELD 
2nd Lt., AGD, Station Hospital, Aberdeen Proving Ground 


Various investigators have demon- 
strated the values of projective tech- 
niques in aiding clinicians in establish- 
ing differential diagnoses(1,3,5,6,7,10,11, 
14). In a recent summary in the Psy- 
chological Bulletin, Sargent(17) lists 
274 references related to projective 
methods and their uses. There has thus 
been a great amount of research and 
discussion concerning these new ap- 
proaches to the study of personality, 
and their general use in military instal- 
lations has been discussed by Hutt(13). 
The present account is an attempt to re- 
late the particular values accruing from 
the use of projective tests in a military 
hospital. There are special factors in 
the Army situation which make the use 
of such tests even more fruitful than in 
civilian practice. 

A great variety of cases are referred 
to the neuropsychiatric service of a 
station hospital, ranging from sheer 
malingerers to cases of acute psychoses. 
Unlike civilian life, there is very often 
absent in the patient any strong desire 
to get well. Rather there is a secondary 
gain factor of remaining ill in order to 
be discharged from the Army. Because 
of this, symptomatology is often exag- 
gerated and interpretative talks relating 
to the patient’s symptoms frequently do 
not meet with desired ends. It is inter- 
esting in this connection to point out 
that for this reason the ordinary 
personality inventories of the ques- 
tionnaire type are of limited value. 
Whereas in civilian life a patient fre- 
quently answers the questions unrealis- 
tically in order to hide factors in his 


personality or to present a picture of 
himself which he thinks is more ac- 
ceptable, the reverse is true in an Army 
hospital. Here, the patient often an- 
swers the inventory in,a manner that 
will make him appear as ill as possible. 
In a preliminary study now being car- 
ried out in the neuropsychiatric wards 
of this hospital with such an inventory, 
it is found that the personality profiles 
of most patients indicate a more severe 
disturbance than is found either 
through clinical study or by use of proj- 
jective tests. For this reason, such tests 
as the Rorschach or the Thematic Ap- 
perception are particularly valuable. Be- 
cause projective tests are fully or par- 
tially unstructured, it is difficult for the 
patient to give undesirable answers. He 
does not know what are commonly ac- 
cepted answers and is relatively unable 
to give an untrue picture of himself. 
On a test like the Rorschach, the ink- 
blots represent some meaningless 
stimuli and the patient is forced to 
project something from his own per- 
sonality, and therein lies the classical 
value of a projective technique. It is 
here that the projective tests are far 
superior to the questionnaire in differ- 
entiating the degree of illness.’ 


1. The above statements should not be in- 
terpreted to mean that projective techniques are 
used solely as a means of detecting malingering. 
Rather, such instruments are used in all cases 
where diagnosis and disposition are not clear 
cut. Rorschach testing is not done routinely, but 
only when there is a need for further informa- 
tion about the individual before an adequate 
diagnosis can be made. This is particularly true 
in cases of early schizophrenia where there is 
comparatively little deterioration and contact 
with reality is maintained to a fair degree. The 
Rorschach has also been helpful in differentiat- 
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PROJECTIVE 


CaAsE STUDY 


In illustrating the diagnostic value of 
projective tests the following rather in- 
teresting case history is presented. To 
conserve space the history is condensed. 


Personal History: The patient was a 25 
year old white soldier with 13 months serv- 
ice, who was referred to the hospital by an 
infirmary officer for observation for duty 
fitness. The patient had always been a shy 
and seclusive individual in civilian life and 
had engaged occasionally in perverted sex 
practices. Nevertheless he had been married 
for 3 years prior to induction into the Army, 
had been working for a graduate degree and 
maintaining some outward adjustment, at 
least superficially. Although he did not per- 
form too well during basic training, he was 
able later to pass an O.C.S.* Board and 
enter an O.C.S. class. He got along well 
until the fifth week, when he went through 
the infiltration course. At that time his left 
testicle hurt him and he was sent to the in- 
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neuropsychiatric problem. He was sent back 
to limited duty as a supply clerk and later 
re-profiled, marked full duty and sent to a 
tank shop for training. He then began to go 
on sick call frequently, asking for re-classi- 
fication to limited service and a chance to 
apply for a limited service O.C.S. He was 
finally sent to the Neuropsychiatric Clinic 
and admitted to the hospital where later the 
psychiatrist referred him to the writer for a 
Rorschach Test. 

The Rorschach Record definitely pointed 
to some schizophrenic trends in the individ- 
ual. The scoring system recommended by 
Beck(4) has been utilized. Of particular 
significance was the over-emphasis of rare 
detail, high number of Fy responses, poor 
form accuracy, a large amount of sexual con- 
tent (13 female genitalia were seen by the 
patient), poor original responses and a com- 
paratively low number of animal responses. 
There was thus evidence of severe disturb- 
ance in the individual. The Psychogram is 
reproduced below: 


RorscHACH PsYCHOGRAM 


R—53 
W 5 M 2 H + F+ 51% 
D 33 Cc 1 (—) Hd 7 F 66% 
Dd 15 CF 1 A 12 A 23% 
— FC 3 Sex 19 P 6 
53 FY 10 (—5) Obj 3 O 9 (7) 
FV 1 (—) AN 2 W/M = 5/2 
F+ 18 Cloth 2 M/C : 2/4 
F— 17 Biol 2 T/R = 27" 
— Nat 2 T/AIR = 13.7” 
53 — 
53 


App. (W) D Dd! 
Seq—Irregular—Confused. 


firmary. His testicle had been bothering him 
since 1937, and the infirmary officer advised 
him to resign from O.C.S. After many pro- 
tests he was hospitalized for treatment of 
his physical complaint, and was also seen by 
a psychiatrist, who diagnosed him as psycho- 
neurosis, neurasthenia, mild, but warned that 
the patient might become a more serious 
ing some schizophrenics who give the appear- 
ance of reactive depressives. In this connection 
it is worthwhile mentioning that very often a 
few of the “Rorschach Signs” as summarized by 
Klopfer & Kelly (14, P 362-363) for schizo- 
phrenics can be highly diagnostic along with a 
qualitative analysis of the patient’s responses. 
* Officer Candidate School. 





The Thematic Apperception Test was also 
administered using some of the standard 
cards published at Harvard University. 
These cards were selected from the third 
revision of the original set. The stories were 
unusually rich in providing clinical data and 
some of the more interesting ones are given 
below. The writer utilizes methods of inter- 
pretation similar to those described by Har- 
rison(8,9,10) and Rotter (16)—that is, a de- 
tailed analysis of major themes in terms of 
the subject’s projection. It can readily be 
seen in the stories that follow that there are 
several bizarre elements in them that could 
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only be forthcoming from a seriously dis- 
turbed person. Of particular interest are the 
references to light as a supernatural omen, 
God, evil forces, minute facial details and 
unusual character interpretations. The 
Thematic Apperception Test is thus a valu- 
able supplement to the Rorschach and gives 
many clues to the ideational content of the 
personality. 


Tat PrRotocoi 


Picture No. 2 (Country scene; in the fore- 
ground is a young woman with books in her 
hand; in the background a man is working in 
the field and an older woman is looking on). 


“First impression I get is they’re all one 
family, mother and daughter. He is not too easy 
to get along with because ray of light goes up to 
mother. She’s longing to become a scholar, man 
dislikes this because she’s hiding the books from 
the man, but the books are in view of the mother 
who is evidently interested in having her achieve 
some scholastic standing. These rays go toward 
mother and daughter, none go to man, so he'd 
be a comparatively evil character. Being close 
to horse means strength, yet low in level—high 
ideal versus lower one. Close to water signifies 
death or evil.” 


Picture No. 14 (The silhouette of a man [or 
woman] against a bright window. The rest of 
the picture is totally black). 


“A picture of a man praying to God. The 
white on black background means heavenly 
thought. Spots indicate halo. From his posi- 
tion, he might be receiving strength; his head 
is high. He might be speaking with God. The 
window pane over his head showing the sign of 
the cross, heading directly down. I’d say he 
went to bed much happier that night.” 


Picture No. 17 B-M (A naked man is clinging 
to a rope. He is in the act of climbing up or 
down). 

“This picture is a man climbing a rope to get 
away from someone underneath. The muscular 
condition of the legs and so on brings a tinge of 
sex into the picture—he might be running from 
a woman below. The rope goes through the 
genital region and the buttocks are clearly 
showing. ‘You can’t get me now’, he shouts out. 
There are fear and anger both on his face; they 
have thrown something on him, hit him on the 
head; he’ll be killed. This would be thrown by 
the woman. He’d fall outward.” 


Picture No. 18 B-M (A man is clutched from 
behind by three havids. The figure of his an- 
tagonists are invisible). 








“The man is going into the house alone; there 
is no one home. Out of some dark corner some- 
one grabs him; he is about to faint. They seem 
to be the long fingers of a woman’s hand. Un. 
questionably she will choke him to death—she 
has long hands. She seems to be a witch with 
a sharp, pointed nose.” 


Picture No. 20 (The dimly illumined figure 0} 
a man [or woman] in the dead of night leanin, 
against a lamp post). 

“A man... must be in the wee hours of the 

morning. He’s kicking himself for things he’; 
done in the past night. God is trying to help 
him—shown by the light shining down on his 
head. He seems to be very downcast as he 
would normally be. If he should stay where h: 
is, God will help him, but if he should go hon: 
he’ll continue down in the dumps from there o: 
in.” 
Picture No. 12 (A young man is lying on « 
couch with his eyes closed. Leaning over hin 
is the gaunt form of an elderly man, his hand 
stretched out above the face of the reclinin 
figure). 

“This would tend to be a picture of God i: 
the skin of a man curing a boy with a menta 
ailment—I say mental because of high forehea: 
and hands pointed in that direction, God becaus 
of the whiteness. It is a good and righteou: 
boy because he is neatly dressed and there 
nothing bad around there. The two pillows in- 
dicate mental illness. He will be cured as soo 
as the supernatural will leave.” 


The Rorschach record and the excerpt: 
from the Thematic Apperception Test pres- 
sented above are thus seen to offer the clini. 
cal psychologist valuable information abow 
the patient. There were bizarre element 
present in the responses on both tests whic> 
definitely pointed to a serious mental dis- 
turbance. The particular value of each te 
is also apparent. While the Rorshach Tes 
gives one a picture of the personality struc- 
ture, the Thematic Apperception Test sup- 


plements it by giving clues to the ideation: 


content of the individual. 

This patient was finally diagnose 
Schizophrenia, paranoid type, and tran: 
ferred to a general hospital. Although th: 
individual always displayed certain schizo: 
patterns, he was able to escape any detectio" 
at the Induction Station, pass an O.CS 
examining board, and even become a mer- 
ber of an O.C.S. class. In this particula 
case, the projective tests were of real help 
confirming the final diagnosis. 
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Many additional cases could be pres- 
sented from the writer’s hospital, as 
well as other hospitals, to further dem- 
onstrate how these tests have been of 
immeasurable value in aiding the psy- 
chiatrist in differential diagnosis. What 
has been presented above is merely a 
brief description of one situation in 
which projective tests of personality 
have been useful tools for the clinician 
in an Army hospital, and also to illus- 
trate how the psychologist, working co- 
operatively with the psychiatrist, can 
make a definite contribution to the 
medical installation in which he func- 
tions. 

SUMMARY 


Projective methods of personality 
evaluation have been found to con- 
tribute greatly to the study and differ- 
ential diagnosis of neuropsychiatric pa- 
tients in an army hospital. The advan- 
tages of such instruments over the 
questionnaire type of personality inven- 
tory have been discussed briefly in 
terms of.a military medical installa- 
tion. 

An illustrative case study is presented 
to show the different types of informa- 
tion that is forthcoming from these 
techniques, how two such tests (The 
Rorschach and the Thematic Apper- 
ception) supplement each other, and 
how such psychological tools aid the 
clinician in making a comprehensive 
study of personality. 
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EDITORIAL COMMENT 





Of great potential interest to psy- 
chologists are the recent hearings of the 
Senate Sub-committee on War-time 
Health and Education of which Senator 
Claude Pepper (D., Fla.) is chairman. 
The substance of the testimony offered 
by a large group of leaders in education 
and medical science was that government 
subsidy of medical research is essential. 
It was emphasized that a large scale 
medical research program must be con- 
tinued in peacetime for which Federal 
aid will be needed to offset dwindling 
endowments from private sources. Dr. 
Lawrence S. Kubie of the College of 
Physicians and Surgeons, Columbia 
University, testified that psychiatry is 
“the most important area of neglect in 
medicine today” and advocated a Federal 
center of research and teaching compar- 
able to that proposed in H.R. 2550, The 
National Neuropsychiatric Act now un- 
der consideration by Congress. 
arguments were presented for millions 
to be spent upon a long range program 
for medical and biological education. 
Figures presented by Dr. Henry S. 
Simms, also of Columbia’s College of 
Physicians and Surgeons, indicate the 
unequitable financial support accorded 
the various areas of research at present. 
In 1940 grants-in-aid by foundations 
were most unequally divided according to 
the importance of the medical problems 
involved with $976,772 being granted for 
the study of infectious diseases excluding 
poliomyelitis, $538,553 for the study of 
poliomyelitis, $359,777 for cancer, $93,835 
for circulatory and cardiac diseases, and 
$40,203 for kidney diseases. In 1940 
only 1,026 persons died of poliomyelitis 
while 106,679 died of kidney disease. 
The difference in the amount of money 
available for research in these two groups 
of diseases was directly due to the efforts 
of the late President Roosevelt in pub- 
licizing the problem of infantile paralysis. 

Comparable statistics are not available 
for the field of nervous and mental dis- 
eases, but incomplete data gathered by 


Other. 


the National Committee for Mental Hy- 
giene indicated that grants-in-aid in 1939 
for psychiatry, neurology and allied fields 
may have totalled $650,000 of which a 
large part was spent for maintenance and 
support of teaching. No exact figures 
are available concerning the amount spent 
for research alone. No evidence is avail- 
able concerning the research funds ex- 
pended in the field of clinical psychology 
but the amount is probably infinitesimal 
in relation to the human need involved. 

It may be seriously questioned how 
much can be accomplished by research 
in psychiatry without a sound founda- 
tion of research in psychology. Psychia- 
try appears to be related to psychology 
in the same manner as the clinical special- 
ties of medicine are related to the basic 
sciences of anatomy, biochemistry and 
physiology. It is the opinion of special- 
ists in the field that many of the errors 
of psychiatry are directly related to an 
insufficient foundation in normal and 
clinical psychology. It is perhaps unfor- 
tunate that psychology and psychiatry 
have evolved as separate disciplines which 
most emphatically they should not be. 
No complete understanding of the human 
organism is possible without thorough 
knowledge of both its normal and patho- 
logical functioning and this is one of the 
urgent reasons why research in both fields 
must be energetically promoted and finan- 
cially supported. 

A most important role in the develop- 
ment of psychiatric research and teaching 
has been taken by the Commonwealth: 
Fund and the Rockefeller Foundation 
through their grants to medical schools 
for the development of adequate depart- 
ments of neurology and _ psychiatry. 
Funds have been made available to many 
universities for the development of these 
new departments with remarkably suc- 
cessful results. It would seem very de- 
sirable that similar grants should be made 
available for the development of the field 
of clinical psychology not only in relation 
to medicine and psychiatry but also in re- 
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lation to education and industry. Re- 
search in allied fields has long been 
blocked by the absence of basic research 
in psychology. The time is now for the 
leaders of psychology to leave no stone 
unturned in developing adequate pro- 
grams in clinical psychology to meet the 
challenge which confronts us. If Fed- 
eral funds are to be made available in 
support of research in allied fields, we 
must be ready and prepared to demand 
our share. 
ae 
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One of the greatest challenges faced by 
both psychiatry and psychology lies in 
the problem of providing adequate mental 
hygiene services for those groups in the 
population with dull normal or lower in- 
telligence. Many of our current ap- 
proaches to the prevention and treatment 
of mental disorder involve complicated 
theoretical formulations which were con- 
ceived by intellectuals and are most ap- 
plicable to intellectual groups of the pop- 
ulation. It is intriguing to consider the 
degree to which systems such as psycho- 
analysis are validly applicable to mental 
defectives as well as to genuinely complex 
personalities. Also, to what extent are 
the symbolic interpretations which may 
be valid for highly complex urban men- 
talities also valid for simple rural folk? 
Throughout the writings of our modern 
psychotherapists it is possible to detect 
notes of frustration and bewilderment 
over the failure to achieve clinical suc- 
cesses with mentally defective and con- 
stitutionally inadequate groups who are 
dismissed with a shrug as being hopeless. 
Is it not possible that effective handling 
of the problems of these marginal groups 
requires the development of new tech- 
niques and the training of personnel who 
are close enough to these groups to un- 
derstand their problems? We are living 
in an high-powered industrial civiliza- 
tion in which the range of variation in 
performance between the foremost and 
the hindmost is steadily increasing with 
the result that more and more people are 
experiencing emotional frustration and 
feelings of insecurity as they find them- 
selves unable to keep up with the leaders. 
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Too frequently the efforts of a few psy- 
chologists to get down to the level of the 
masses have been viewed with suspicion 
as representing quackery and pseudo- 
science. Scientific psychologists have not 
always understood the efficacy of the 
methods with which more realistic col- 
leagues have attempted to work with the 
large masses who have mental ages less 
than twelve years and education in pro- 
portion. There have come to our atten- 
tion many articles from popular maga- 
zines and privately printed pamphlets 
which would seem to have mental hygiene 
values for the lower groups in the popula- 
tion toward which they are directed. 
Unfortunately such efforts have been al- 
most uniformly rejected and regarded 
with disdain by professional psychologists 
who tend to look down upon any col- 
league who would deign to cheapen him- 
self by working with such materials. At 
present, the mental hygiene movement ap- 
pears to be almost exclusively directed 
toward college level people who have suf- 
ficient intelligence to comprehend books 
on self-understanding and _ self-improve- 
ment. There have been some scientif- 
ically oriented materials prepared for 
those with only high-school levels of edu- 
cation but relatively little material suit- 
able for those with grammar school edu- 
cation or less who are the ones most in 
need of such help. Class antagonisms 
are most frequently the result of lack of 
understanding between those on different 
social levels. There is urgent need for the 
early development of methods and per- 
sonnel capable of working effectively on 
all levels of the population. 

re & 
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As we emerge from the wartime period 
of recurring crises and constant emo- 
tional tension there will occur an inevit- 
able period of “let-down” in which we 
shall desire to be free of continual chal- 
lenges to greater efforts and achieve- 
ments. For clinical psychology, however, 
there can be no period of relaxation to 
rest for a time on the laurels of past 
achievement. In a world which has seen 
the miraculous achievement of atomic 
bombs and radar and unparalleled indus- 
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trial expansion, we find ourselves much 
in the position of the farmer who sold all 
his milk and produce to get more money 
while his family lived on potatoes and 
beans. We have spent billions on phys- 


ical and chemical research and only nig-_ 


gardly sums on biological and psycho- 
logical research. We are in danger of 
being surfeited with material luxuries in 
life while practically ignoring the system- 
atic improvement of the mental health 
and spiritual well-being of our civiliza- 
tion. The intelligent handling of the 
psychological damages wrought by war 
and high-powered living constitutes a 
problem of such magnitude that only a 
few voices in the wilderness have per- 
ceived it even incompletely. As long 
as there exist mentally unbalanced 
individuals who have everything to gain 
and little to lose from attempting to un- 
settle the status quo and gaining a new 
balance of world power, the threat of new 
and more destructive wars hangs over us. 

Clinical psychology appears to be on 
the verge of a period of unparalleled ex- 
pansion which bids fair to make it one 
of the major applied sciences in a few 
years. The challenge of the future to 
existing university departments of psy- 
chology is great since the science cannot 
advance without great expansion of 
trained personnel and organized research. 
There is little evidence that either the 
existing professional organizations or 
university departments recognize the 


magnitude of problems which confront 
them. By contrast with other organized 
scientific groups, plans within psy- 
chology for future development seem 
rudimentary or even nonexistent. What 
role is psychology to play in the great 
public health program which will cer- 
tainly be achieved within 10 years in the 
United States? How is organized psy- 
chology going to make its contributions 
available to the great mental hygiene 
movement which is just over the horizon? 
What steps are being taken to recruit able 
students into the field? What is being 
done to insure professional openings and 
decent livelihoods for those who enter the 
filed? How aggressive have been our 
attempts to enlarge university depart- 
ments to the status which they deserve 
and to secure financial appropriations 
to carry on the research program which 
is our most urgent need? Are we taking 
any steps to study the place of clinical 
psychology in the great scientific family 
and to determine how much of the or- 
ganizational and promotional experience 
of the older sciences can be applied to 
psychology? These and other pressing 
questions constitute the challenge of 1946 
and future years. Time is short. There 
are many who feel that new aggressive 
leadership is necessary if we are to 
emerge from the doldrums that charac- 
terized prewar academic psychology in 
America. 
me 
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THE EDITORS 





To the Editor: 


For a long time psychologists have 
been talking about the need for profes- 
sional licensing. Psychology is a young 
profession and like the young child, ego- 
centric. The problem of who should call 
himself a psychologist and how he should 
be licensed is usually approached from 
the direction of the psychologist’s need 
to improve his salary and _ professional 
prestige. From time to time we note 


with respect the sharply defined profes- 
sional status of law or medicine without 
facing the fact that both of these groups 
accept a responsibility to the public which 
we also have but to which we give com- 
paratively little attention. We always 
agree with anyone who says that psy- 
chology should put its own house in 
order but make little effort to do so. 
Recently Lee Steiner has written a 
book Where Do People Take Their 
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Troubles and Thomas Sugrue has re- 
viewed it in the September issue of the 
Saturday Review of Literature. Both 
the book and the review make uncom- 
fortable reading and vivid illustrative 
material for any group concerning itself 
with its own professional status. 

Mrs. Steiner, a graduate of the Smith 
School of Social Work, who has had 
analytic training, set out twelve years ago 
to discover where people take their 
troubles and what they get for their 
money. One chapter of her book dis- 
cusses the activities of the pseudo-psy- 
chologists and another the so-called vo- 
cational guidance practitioners. The rest 
of the book deals with faith healers, for- 
tune tellers, minor religious sects, radio 
consultants in human relationships, lonely 
hearts clubs and charm schools. Mrs. 
Steiner unfortunately has used the term 
psychologist rather than counselor or 
therapist to designate a person profes- 
sionally qualified to consult with people 
about their emotional upsets. She is 
emphatic about the need for professional 
service to emotionally troubled persons 
but she does not make clear of what it 
consists. How the individual consultant 
can pinch-hit for the clinical team of psy- 
chiatrist, psychologist, and social worker 
is not suggested. Mrs. Steiner, herself 
not a psychologist but a social worker, 
could perhaps not be expected to em- 
phasize the psychologist’s unique con- 
tribution of the use of validated test ma- 
terial to the study of the individual. She 
discusses the need for careful interpreta- 
tion of intelligence tests but entirely ig- 
nores projective material. Numerous 
criticisms could be made of her book, 
but the significant thing is that it begins 
to expose the quackery which our inertia 
allows to flourish in consulting psychology 
and vocational guidance. 

Mr. Thomas Sugrue in reviewing Mrs. 
Steiner’s book for the Saturday Review of 
Literature has taken the opportunity to 
express himself on psychology and psy- 
chologists. While these, no doubt, are 
his personal views they merit attention 
by virtue of their appearance in a maga- 
zine of the standards of the Saturday 
Review. This effusion must be quoted 
directly to be appreciated. 

“In Chaucer’s time all a seller of in- 
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dulgences needed was a baz to hold his 
sheepbone. Nowadays he needs even less 
equipment: A sign with the single word 
“Psychologist” will do the trick. The 
rabble of soulsoothers has moved from the 
fringe of theology where it lingered in 
the centuries when religion healed the 
heart as well as the conscience, to the 
hem of the new and shining garment 
which psychology, psychiatry, and psy- 
choanalysis have fashioned for themselves. 
The gentlemen of these professions and 
the ladies, do not like this natural para- 
site and as once the abbots cried to the 
Pope so now they call with a loud voice 
to Uncle Sam, seeking surcease from 
the shadow of their sins. Mrs. Steiner 
who is a psychologist states the case for 
herself and her colleagues. They went 
to college and took courses in psychology ; 
they learned to give IQ tests, they did 
field work with unhappy people. They 
are honest; they want to help people. 
Therefore, says Mrs. Steiner, they and 
they alone should be allowed to set up 
shop as consultants to the unhappy; all 
others should be legally barred from this 
ancient and difficult therapy. Since as 
Thoreau said ‘most people lead lives of 
quiet desperation’ it is obvious that Mrs. 
Steiner and her fellow artists of the in- 
hibition are attempting to rope off a 
large and lucrative field for themselves. 
... The fact of this large matter is that 
psychology is in the same state of evolu- 
tion which chemistry occupied when it 
was called alchemy. Mrs. Steiner for 
instance stakes her all on the scientific 
approach. Today science is spiritual .. . 
Psychology must find a destiny for us 
beyond that of being ‘normal people’ or 
it will do us no more service than the 
gypsy who finds happiness in tea leaves. 
Normal people invented the atomic bomb 
and dropped it on Hiroshima and Naga- 
saki. Shouldn’t we be a little abnormal 
now in the direction, as General 
MacArthur said, of the spirit?” 

Certainly the publication of such ma- 
terial in a reputable magazine suggests 
that Mrs. Steiner does not overstate the 
need for a nationwide educational pro- 
gram. 

MarcGaret Mercer, Ph.D., 
Torrance State Hospital, 
Torrance, Pa. 
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BOOK REVIEWS 





LINDNER, Ropert M. Rebel without a 
cause. New York: Grune and Strat- 
ton, 1944, pp. 296. 


This book is subtitled The Hypnoanalysis 
of a Criminal Psychopath, which tells the 
reader, as the title does not, of the double 
task attempted by the author. His prob- 
lem involved the investigation of a 
method (hypnosis) and a clinical area 
(psychopathic personality) which have 
for a time been somewhat in disrepute 
as fields for study. At the United States 
Penitentiary, at Lewisburg, Pa., he was 
called upon to “learn about and do some- 
thing about” criminal psychopaths. 
Persons so diagnosed had hitherto been 
considered suitable only for segregation 
and quite inaccessible to therapy. Under 
such circumstances it is quite to be ex- 
pected that the therapist would look for 
new techniques. The author feels that 
hypnoanalysis has met the situation bril- 
liantly. The analysis is highly orthodox 
Freudian, although in his description of 
the method the author has some very 
harsh things to say about psychoanalysis. 

The presentation is an admirably sys- 
tematic one, with consecutive statements 
of the problem, the method, the results, 
and summary. The style is vigorous and 
original, but often florid and lacking in 
precision. Never is it dull. The major 
portion of the book is devoted to a pres- 
entation of stenographic accounts of the 
therapeutic sessions, with accompanying 
brief comments. Even had it no other 
virtues the book was well worth publica- 
tion for the sake of this addition to the 
increasing literature of therapeutic 
records. In his introductory discussion 
of criminal psychopathy the author de- 
scribes the condition from various as- 
pects. Although admitting certain phys- 


iological correlates, such as variations in 
brain wave patterns, he takes the position 
that non-physiological environmental fac- 
tors are sufficiently significant to permit 
marked changes in the behavior of the 
psychopath through manipulations on the 


verbal level. It would have been desir- 
able had he made his conception of the 
symptomatological syndrome more ex- 
plicit, since it is at no time clear that any 
one or all of the symptoms mentioned as 
critical are diagnostic only of psycho- 
pathy. We should like to quote one am- 
biguous statement from page 2, “In short, 
psychopathy is a disorder of behavior 
which effects (sic) the relationship of an 
individual to the social setting.” 

As for the use of hypnosis, the pub- 
lication of this book may be an important 
landmark in reestablishing its clinical 
respectability. It is not to be understood 
that hypnosis is necessarily used through- 
out the therapeutic process. “It therefore 
requires the constant direction of the clin- 
ician, who must decide when to employ 
hypnosis, when to encourage free asso- 
ciation, when to employ revivification or 
regression, when to demand abreactions 
in the waking state, when to engraft the 
interpretations and significances directly 
onto the personality” (page 23). Many 
will question the desirability or even 
fundamental feasibility of “engrafting” 
anything onto the personality. Such an 
action implies a concept of personality 
which disregards the facts of personality 
growth and development. Is the person- 
ality to be built by the therapist or must 
the individual inevitably do his own 
growing? The author says, “Hypno- 
analysis should last no more than three 
or four months, the final month being 
devoted to reorientation, exposition and 
re-education” (page 18). Again the 
meaning is equivocal. If the implication 
is that further prolongation of such 
therapy is damaging to the patient, then 
we should like to know on what evidence 
this conclusion is based and what the ef- 
fects are likely to be. If Dr. Lindner 
means that the treatment should require 
no more than three or four months, then 
we need to know more about his criteria 
for ending therapy. Furthermore, he has 
failed to give us any adequate statement 
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of the practical meaning of “reorienta- 
tion, exposition and re-education.” 

The case which is presented in most 
admirable detail is that of a male psycho- 
path, inmate of the penitentiary where the 
author is employed, and apparently in his 
middle twenties, although his age is not 
specified. Stenographic records were 
made through the use of a microphone 
set-up. Occasionally one doubts the ac- 
curacy of the transcription, as when the 
patient is quoted as saying, quite in con- 
trast to his usual crudeness of speech, “I 
think the more precise definition would be 
the second one.” But one does not doubt 
the prevailing authenticity of the patient’s 
revelations. The account is studded with 
his recollections of thefts, multitudinous 
irresponsible heterosexual relations, epi- 
sodic running away, attachment to his 
gun, current conflicts about his relation- 
ship with a homosexual fellow inmate, 
etc. It has its most brilliant chapter in 
the patient’s vivid narration of his fear- 
ful experiences of witnessing parental in- 
tercourse, even from the cradle. Psy- 
chologists have long been convinced of 
the significance of infant experiences and 
of the possible traumatic effect of encount- 
ers with parental intercourse. Here we 
have forceful evidence for the dangers, 
and indirectly for the opportunities, of 
even pre-verbal experiences. Quite aside 
from diagnostic and therapeutic uses, 
there is the suggestion here for a field 
of important research in individual de- 
velopment. Dr. Lindner relies heavily on 
his last item for his interpretation, “There 
seems to be little doubt that the special 
features of psychopathic behavior derive 
from a profound hatred of the father, 
analytically determined by way of the in- 
adequate resolution of the Oedipus con- 
flict and strengthened through fears of 
castration” (page 7). The dogmatism of 
this conclusion seems scarcely justified 
by the evidence. Consistently, he speaks 
of the psychopath as male, and in his list 
of patients mentions only one female, a 
frigid woman who did not complete treat- 
ment. Altogether only seventeen persons 
have been treated, six of them psycho- 
paths. The report on these other cases 
is unsatisfactory. About the psychopaths 


we are told, “Each of the six cases has 
demonstrated by subsequent behavior all 
those other signs on which a clinical 
evaluation of therapeutic success is 
based, the persistence at least to the time 
of this writing of the benefits of treat- 
ment” (page 286). And concerning the 
others, “All of the subjects (with the ex- 
ception of the frigid woman who was 
forced to abandon treatment) are today 
better off in every way for having gone 
through it” (page 286). There are addi- 
tional brief statements concerning the re- 
lief of symptoms in some of these cases, 
but it seems a fuller description would 
have been warranted. 

Sheldon and Eleanor Glueck have writ- 
ten an introduction for the volume. Evi- 
dently they differ somewhat from the 
author in the definition of psychopathy, 
since they speak of the absence of delu- 
sions in such cases, whereas Lindner re- 
fers to the psychopath’s sometimes re- 
sorting to “delusional systematization of 
thought” (page 4). 

We hope that at some time Dr. Lindner 
will give us fuller studies of more of his 
cases—studies which will enable us bet- 
ter to separate out the method and the 
therapeutic problem. Meanwhile, Rebel 
Without a Cause merits careful study by 
all professional psychologists. 


DOROTHY E. CLIFTON 
Bard College. 


KapLAN, Oscar J. Mental disorders in 
later life. Stanford University: -Stan- 
ford University Press, 1945, pp. 436. 


This timely volume is a symposium of 
seventeen articles on the various aspects 
of mental disorders in later life by a group 
of well-known workers in psychiatry, 
psychology, sociology and statistics. The 
introduction by K. M. Bowman empha- 
sizes the importance of studying why 
some people remain strong and vigorous 
menfally and physically to a ripe old age 
while others succumb to the diseases of 
senility. H. M. Pollock contributes an 
interesting statistical review of mental 
disorders in later life and discusses the 
characteristic age distributions of the 
principal psychotic groups. The physio- 
logical aspects of the disorders of senility 
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are discussed by N. W. Shock with a 
bibliography of 281 references. H. E. 
Jones and O. J. Kaplan present some psy- 
chological aspects of mental disorder in 
later life and conclude that exceptional 
care must be observed in drawing con- 
clusions from the fragmentary data which 
are now available. Sociological implica- 
tions of old age are treated by H. W. 
Dunham with particular reference to the 
role of economic, familial and cultural 
factors making for social and mental mal- 
adjustments in the aged. He stresses the 
necessity for a program of social planning 
designed to insure the physical and men- 
tal welfare of older age groups in the pop- 
ulation. The relation between nutrition 
and mental health is discussed by L. E. 
Wexberg from the viewpoint that senility 
results from definite diseases rather than 
from “just wearing out.” Norman Cam- 
eron presents an interesting and original 
discussion of the neuroses of later ma- 
turity and concludes that the same gen- 
eral mechanisms are operative as in early 
life so that an attitude of hope rather than 
that of therapeutic nihilism is justified. 
The involutional psychoses are covered 
by E. Davidoff, the presenile demen- 
tias by G. A. Jervis, the senile psychoses 
and psychoses with cerebral arterioscle- 
rosis by D. Rothschild, and the toxic de- 
lirious reactions by G. W. Robinson, Jr. 
Eugenia Hanfmann presents an original 
study from the psychology department of 
the Worcester State Hospital on the ef- 
fects of long hospitalization on older men- 
tal patients which contains suggestions 
that much can be done to improve the 
general welfare of these patients. O. J. 
Kaplan summarizes the research findings 
on the aged subnormal and speculates 
concerning possible differences in the rate 
of mental decline in institutionalized and 
noninstitutionalized groups. Bela Mittel- 
mann discusses the varieties of psychoso- 
matic disturbances connected with, the 
problems of aging and presents a number 
of illustrative cases. Psychotherapy in 
the older individual is covered by F. V. 
Rockwell, mental hygiene in later matur- 
ity by N. D. C. Lewis, and a concluding 
orientation of the problems by E. J. Steig- 
litz. 


The deep complexity of problems re- 
lating to mental disorders in later life is 
well brought out by the detailed con- 
siderations of existing data. This volume 
sets a high standard of objectivity and 
will take its place as an essential reference 
work which should have a place in the 
library of every clinical psychologist and 
psychiatrist. 


SELLING, Lowett S., AND FERRARO, 
Mary ANNE S. The psychology of 
diet and nutrition. New York: W. W. 
Norton & Co., 1945, pp. 192. 


Under this presumptuous title the 
authors have presented us with a pleasant 
and readable account of their attitudes 
and opinions. It is quite possible that 
some of the material represents more 
than the authors’ judgment but we are 
given no evidence for this. There are 
no references of any kind against which 
we may test the validity of the statements 
—neither footnotes nor bibliography. Fur- 
thermore, when the book is stripped of its 
dust cover the authors are entirely un- 
identified and the reader is denied even 
the comfort of believing that the authors 
have sufficient and appropriate experi- 
ence in the field to give their pronounce- 
ments some authority. There is one ref- 
erence to the “Recorder’s Court Clinic,” 
but no indication that this is the Detroit 
Recorder’s Court Clinic nor that it is the 
clinic from which Dr. Selling has pub- 
lished his studies on traffic offenders. 
The sole concession to documentation 
is mention of the names of persons who 
have made certain studies or expressed 
particular points of view, e.g. “It is this 
type of thinking that Frances Stern has 
always emphasized in her food clinic’ 
(page 64) or, “Ada Hart Arlitt tells of a 
friend of hers who once said that he 
wished that spinach were crossed with 
poison ivy so no one would have to eat 
it.” Apparently, working knowledge in 
this field, if diet and nutrition constitute a 
field of psychology, is made up largely of 
clinical observations, generalizations car- 
ried over from other fields, and some sys- 
tematic research evidence. In evaluating 
the material in this book we are unfor- 
tunately prevented from clearly discrimi- 
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nating the sources used and estimating 
their reliability. It would have been de- 
sirable had the authors avoided such con- 
tradictions as, “The scientific discussion 
of nutrition has little glamour for him 
(our public)” (page 9) and “. . . . scien- 
tific nutrition has captured the imagina- 
tion of the physician and layman alike” 
(page 11). 

It is difficult to define the audience for 
whom this book might be recommended. 
Presumably, its publishers consider it one 
of their excellent series of works in psy- 
chiatry. But it is neither psychiatry, psy- 
chology, nor cogent expression, although 
it contains some of all of these. It will 
probably have most appeal to those least 
qualified to judge it. All this is not to 
say that the authors have nothing to con- 
tribute to the general welfare. Rather, it 
seems they might have contributed even 
more through pamphlets concisely and ac- 
curately executed which would clarify the 
field and form a solid foundation for fur- 
ther work. 


Bard College. 


DOROTHY E. CLIFTON 


LoranD, SANDOR (Ed.) The yearbook 
of psychoanalysis. Vol. I. New York: 
International Universities Press, 1945, 
pp. 370. 


The stated objective of this new series 
of yearbooks in psychoanalysis is to pro- 
vide a representative selection of ortho- 
dox psychoanalytic studies for physicians, 
psychologists, anthropologists and others 
who do not have access to all of the psy- 
choanalytic publications. With the ex- 
ception of a reprinting of Freud’s paper 
on “Remarks upon the Theory and Prac- 
tice of Dream-Interpretation” (1923), 
this first volume reaches back to 1942 in 
order to republish some of the studies on 
War Neuroses which appeared prior to 
1945. Included are papers by A. A. Brill, 
S. Bernfeld, E. Jones, G. Zilboorg et al., 
I. Hendrick, G. Roheim, H. Deutsch, 
R. M. Brunswick, E. Simmel, O. Feni- 
chel et al., S. Rado, C. Anderson, E. 
Rosenberg, F. Alexander, H. Sachs, C. P. 
Oberndorf, A. Balint, F. Dunbar and S. 
Lorand. The editors are to be felicitated 
on their choices of material which indi- 
cate present trends in psychoanalytic 


theory and practice. The yearbook series 
should be of value both to practitioners 
and to students in evaluating the scientific 
progress of psychoanalysis. It is valuable 
to know what works are considered most 
significant by the psychoanalysts them- 
selves. 


Orxon, Davin M. Essentials of neu- 
ropsychiatry. Philadelphia: Lea & 
Febiger, 1945, pp. 310. 

This is an excellent short textbook of 

neuropsychiatry for the begining student 

or general practitioner which is written 
from an exceptionally well balanced view- 
point in which organic and psychogenic 

factors are objectively evaluated. A 

great deal of simple, understandable de- 

tail is contained in the text which con- 
tains an unusual amount of information 
compressed into a small volume. The 
style is readable and made interesting by 
presentation of a large number of clinical 
cases which are well organized and con- 
cise. There are 138 well chosen figures 
many of which are original to this text. 

The defects of the book are related to 
the fact that one author has attempted to 
cover such diverse fields as genetics, nu- 
trition, clinical psychology, psychiatry 
and psychoanalysis. The chapter on “In- 
telligence—Its Concepts, Components 
and Definition” covers this complex topic 
in only two pages. Similar short chap- 
ters present only the sketchiest treatment 
of topics which cannot be so condensed 
and still convey meaning to the student. 

Along with many other psychiatric texts, 

this book is insufficiently annotated and 

the argument is not often enough sup- 
ported by reference to the recent litera- 
ture. 


MckKrntey, J. C. (Ed.) An outline of 
neuropsychiatry. 4th edition. Du- 
buque, Iowa: Wm. C. Brown, 1944, 
pp. 256. 

This outline is intended for medical stu- 
dent use. It is obviously intended for use 
in connection with a lecture course in neu- 
ropsychiatry and would be of little value 
to the student of clinical psychology ex- 
cept for review purposes in these sub- 
jects. 
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Rerk, THeopor. Psychology of sex re- 
lations. New York: Farrar and Rine- 
hart, 1945, pp. 243. 


This little book starts off in the tone of 
advising a hypothetical young couple 
which the author chooses to refer to as 
John and Jane concerning the pursuit of 
happiness as reached by an understand- 
ing of the psychology of sex relations and 
ends up with a most technical discussion 
of his own system of neopsychoanalysis. 
The argument represents an amplification 
of the theories presented in a former work 
A Psychologist Looks at Love (1944) in 
which Reik rejected Freud’s libido 
theory and in many respects this volume 
seems intended more to capitalize on a 
catchy title than to present new and origi- 
nal material. Reik is particularly con- 
cerned with demonstrating that the three 
drives of sex, power and tenderness are 
inextricably fused together so that the 
individual ingredients cannot be distin- 
guished or considered separately. Per- 
versions are considered as aberrations of 
ego-drives in which a large proportion of 
aggressiveness is mixed with a small 
amount of sex-urge. Strange alloys of 
ego-urges and sex-urges are amalgamated 
to produce behavior which can only be 
understood in terms of aggression, domi- 
nation and revenge. Reik believes that 
the crude sex-drive cannot be sublimated 
but when fused with ego-drives has been 
responsible for most of the achievements 
of civilization. Similarly, Reik considers 
Freud’s view of the sexual etiology of 
the neurosis to be “a magnificent mistake” 
in the sense that the sexual maladjust- 
ments of neurotics are regarded as symp- 
tomatic of a deeper “emotional disturb- 
ance caused by a shake-up of the self-trust 
and self-confidence of a person.” Reik 
rejects the Freudian view of love as a 
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form of sex desire and insists that it is a 
problem of value, i.e., love can only occur 
when another person is valued more 
highly than oneself and others. The pre- 
requisites of love are a dissatisfaction 
with oneself due to nonfulfillment of inner 
demands, creation of an ego-ideal and its 
shifting to an imagined person, and finally 
its transfer to a real person who appears 
worthy of becoming the personification of 
our secret daydreams. Whether or not 
love remains after biological sex has been 
satiated is determined by the real excel- 
lence of the love object and whether it 
lives up to the standards which have been 
set for it. 

Reik is a stimulating thinker and his 
speculations are frequently very convinc- 
ing, however his works suffer from the 
lack of an objective scientific style of pres- 
entation. Although this book is rich in 
psychopathological material, much of its 
value is lost through failure to present in- 
dividual cases in the form of formal, well- 
organized case-reports. There is no or- 
ganized bibliography and only a student 
of psychoanalysis could differentiate 
between the original contributions of Reik 
and ideas gathered from many other 
sources which are rarely annotated. It is 
regrettable that this book, along with 
other recent psychoanalytic works, was 
written in a pseudoscientific style resem- 
bling popular fiction in the apparent hope 
of reaching a large audience of laymen. 
It succeeds neither in presenting a 
thoroughly scientific work for the pro- 
fessional reader nor in popularizing a 
very complex matter for the layman. In 
spite of these scientific shortcoming, it 
may be thoroughly recommended as ex- 
emplifying the type of dynamic thinking 
concerning personality which  charac- 
terizes modern psychiatry. 
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Research positions open on long-time 
project: Involving confidential _inter- 
viewing of persons of diverse social levels 
and of all age groups. Candidates should 
be male, married, preferably between 
30 and 40 years of age, with professional 
training in psychology, sociology, or bio- 
logic sciences. Should have had experi- 
ence in clinical psychology, social work 
or similar programs, especially with lower 
social levels. Address: Dr. A. C. Kinsey, 
Indiana University, Bloomington, Ind. 


Y 


U. S. CIVIL SERVICE COMMISSION AN- 
NOUNCES WARTIME OPPORTUNITIES 
FOR CLINICAL PSYCHOLOGISTS 


Location of Positions:—Positions as 
Clinical Psychologist are located through- 
out the United States in Veterans Ad- 
ministration hospitals and _ out-patient 
clinics and in United States Public 
Health Service clinics. 

Salaries and Workweek:—Basic pay 
for the standard Federal workweek of 
40 hours is supplemented by additional 
compensation for all authorized time 
worked in excess of 40 hours. Annual 
salaries for the positions described in this 
announcement are as follows: 


Grade of 

Position Basic Salary 
3a $2,980 
SD OR oer 3,640 
EY, cian kd teemg.sld ae 4,300 
DE aad dah ue sain 5,180 


All basic salaries are subject to a 
deduction of 5 percent for retirement 
purposes. 

Description of Work: Appointees to 
these positions apply psychological prin- 
ciples and techniques to the diagnosis and 
treatment of maladjusted individuals. 
With a degree of responsibility appro- 
priate to the grade of position, they ad- 
minister and interpret psychometric tests 
of intelligence, achievement, vocational 
aptitude, or personality, or use other 
diagnostic techniques; confer with psy- 


chiatrists, physicians, social workers, and 
professional staff members; contact rep- 
resentatives of schools or other institu- 
tions or individuals to secure information 
as a basis for diagnosis; carry out psy- 
chotherapeutic treatment as directed by 
the psychiatrists; perform psychological 
research in the field of mental health ; col- 
laborate in the preparation of informa- 
tional material; promote public relations 
by radio and personal addresses ; and per- 
form related work as assigned. In the 
higher grade positions appointees direct 
and supervise clinical psychological pro- 
grams. 

Requirements: Education—To qualify, 
applicants must have successfully com- 
pleted the following courses in a college 
or university of recognized standing: 

1. Two courses in abnormal psychol- 
ogy, clinical psychology, mental hygiene, 
or personality adjustment ; 

2. Two courses in clinical techniques 
such as individual testing, interviewing, 
or the case-study method; 

3. Two courses in differential psy- 
chology or tests and measurements (edu- 
cational, vocational, psychological, per- 
sonality, attitude), or statistics; 

4. One course in human _ biology, 
neurology, or physiological psychology ; 
and 

5. Three courses in general, experi- 
mental, child, adolescent, social, ariimal, 
or systematic psychology or additional 
courses from among those listed in the 
foregoing paragraphs. 

Applicants who have completed all re- 
quirements for a Ph.D. in psychology will 
be accepted as meeting this educational 
requirement. 

Experience: Except for the substitu- 
tion of graduate study for experience 
provided for below, applicants must have 
had experience as follows: for Grade P-2, 
1 year; P-3, 2 years; P-4, 3 years; and 
P-5, 4 years of progressively responsible 
experience in (a) the application of psy- 
chological principles and techniques under 
the supervision of, or in consultation 
with, a qualified psychiatrist attached to 
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a clinic, a branch of the armed forces, or 
any other organization whose functions 
include aid to maladjusted individuals; 
or (b) teaching in the field of clinical 
psychology, which must have included 
the supervision of a psychological clinic 
in a training institution or college or uni- 
versity of recognized standing. 

To be qualifying, this experience must 
indicate that the applicant has the ability 
to examine maladjusted individuals for 
diagnostic or therapeutic purposes as a 
means to their adjustment; and at least 
1 year of this experience must have been 
under the supervision of a qualified psy- 
chologist. 

For the P-4 and P-5 grade positions, 
the applicant’s experience record must 
show that he has the ability to admin- 
ister and supervise a clinical psychological 
program. For any grade the applicant’s 
experience must have been of a scope 
and quality that would enable him to per- 
form efficiently the duties of the position. 

Part Time or Unpaid Experience: 
Credit will be given for all valuable ex- 
perience of the type required, regardless 
of whether the experience was gained in 
a part time or full time occupation. Such 
experience will be credited on the basis 
of time actually spent in appropriate ac- 
tivities. 

Statement of Experience: Applicants 
wishing to receive credit for all pertinent 
full time, part time, or unpaid experience 
must indicate clearly the nature of their 
duties and responsibilities in each posi- 
tion and the number of hours a week 
spent in such employment. 

Substitution of Graduate Study for Ex- 
perience: Graduate study completed in 
a college or university of recognized 
standing in the fields listed under “Edu- 
cation” above, beyond that used to meet 
the minimum educational requirement, 
may be substituted for not more than 
1 year of experience on the basis of 5 
courses for each 6 months of experience. 
Completion of all requirements for the 
Ph. D. degree in psychology will be con- 
sidered as meeting all education and ex- 
perience requirements at the P-2 level. 

Veteran Preference: Preference in ap- 
pointment (including the addition of ex- 
tra points to earned ratings) is given 
under certain conditions to: ex-service- 
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men and women, unmarried widows of 
deceased ex-servicemen, and wives of 
such disabled ex-servicemen as are dis- 
qualified for appointment because of serv- 
ice-connected disability. The veteran on 
whose service a preference claim is based 
must have been honorably separated from 
active military service. 

How to Apply: Applicants must file the 
following material with the United States 
Civil Service Commission, Washington 
25, D. C.: 

1. Application Form 57. 

2. Form 14, with the evidence it calls 
for, if applicants desire to claim preference 
because of military or naval service. 

3. A list of college courses completed 
in the fields listed under “Education” 
above, giving for each course the title, 
a brief description of its contents, the 
name of the institution, and the date com- 
pleted. 

Applicants should state in their appli- 
cations the title of the position for which 
they are applying. 

Where to Get Forms: The necessary 
forms may be obtained from the Secre- 
tary, Board of United States Civil Service 
Examiners, at most first- or second-class 
post offices. Application forms may also 
be obtained from the United States Civil 
Service Commission, Washington 23, 
D. C. 


y 


The Board of Trustees of the Univer- 
sity of Illinois on March 13, 1945, ap- 
proved the recommendation of the Uni- 
versity Senate, that the degree of Master 
of Science in Clinical Psychology be es- 
tablished to be conferred upon students 
meeting the following requirements : 

(a) Completion of undergraduate work 
sufficient to qualify for full graduate 
standing in psychology. This work shall 
include at least one course in statistics, 
child psychology, and clinical psychology, 
and a total of not less than sixteen hours 
of psychology. 

(b) Completion of eight units of graduate 

work, with not less than four units in psy- 

chology, and not less than two units to be 
chosen from education and sociology (or 
other department upon recommendation of 
the department of psychology and the ap- 
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proval of the Dean of the Graduate 
School). 

(c) Completion of an internship consist- 
ing of six calendar months of supervised 
clinical experience at the Institute of 
Juvenile Research (or other institution, 
agency, or department, upon recommenda- 
tion by the Department of Psychology and 
the approval of the Dean of the Graduate 
School). 

4 


The journal, The Nervous Child, has 
been bought by its founder and Editor, 
Dr. Ernest Harms, from its previous pub- 
lisher, Grune and Stratton, and will 
henceforth be published by CuiLp Care 
Pustications, 30 West 58th St., New 
York 19, N. Y. A new periodical, The 
Journal of Child Psychiatry, devoted to 
unsolicited contributions in the field of 
mental disease in children will begin pub- 
lication in 1946 under the same auspices. 

7 


Dr. Joun J. B. Morcan, professor of 
psychology at Northwestern University 
died August 16, 1945. Dr. Morgan was 
an acknowledged leader in the fields of 
child and abnormal psychology and his 
passing at the early age of fifty-six years 
is deeply regretted. 

v 

Internship in Clinical Psychology at 
McLean Hospital. An internship in clin- 
ical psychology is open to persons with a 
Bachelor’s degree in psychology and some 
experience in testing or applied psychol- 
ogy. Applications should go to Dr. W 
FRANKLIN Woop, Director, McLean Hos- 
pital, Waverly 79, Mass. 


Dr. Witma T. DoNAuHvE has been ap- 
pointed director of Psychological Services 
of the Institute for Human Adjustment 
at the University of Michigan. Prospec- 
tive students may obtain an interesting 
illustrative booklet describing the activ- 
ities of the institute by writing to the of- 
fice of the Director, Rackham Building, 
Ann Arbor. 


Y 


Dr. Raymonp B. Carre.t has been ap- 
pointed research professor of psychology 
in the Department of Psychology of the 
University of Illinois. He will carry on 
research and conduct courses for grad- 
uate students in the psychology of per- 
sonality. 

1 


The 69th annual meeting of the Amer- 
ican Association on Mental Deficiency 
will be held at the Cleveland Hotel, Cleve- 
land, Ohio, on November 28 to December 
1, 1945. Clinical psychologists and 
others who are interested in the problems 
of mental deficiency are invited to attend 
the program and join the association. 
Membership blanks may be _ obtained 
from the editorial office of this Journal. 


7 


There is a vacancy as clinical psychol- 
ogist at the Juvenile and Domestic Rela- 
tions Court at Richmond, Va. Salary 
now $2,200 per annum with prospective 
increase. Interested persons should com- 
municate with RortHe Hixcer, Chief Pro- 
bation Officer, Juvenile and Domestic Re- 
lations Court, 1115 East Clay Street, 
Richmond 19, Va. 
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